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NURSING 
IN MODERN SOCIETY 


By Mary Ella Chayer, R.N., M.A. 
Associate Professor of Nursing Education, Teachers College, 
Columbia University 


A new book by one of America’s foremost nurse educators dealing with 
the pressing problems facing the members of the profession during this 
critical period. Through more than two decades of intimate association with 
nursing education, Miss Chayer is eminently qualified to present a thorough 
appraisal of conditions as they now exist. Drawing upon her rich experiences 
gained by careful study of the growth and development of her profession 
through the years, she writes with a force and vigor that will arrest the 
attention of nurses in every category. Graduates as well as students will 
find in this volume a clear-cut and concise evaluation of the difficulties which 
have been accumulating and which present such formidable barriers in the 
path of progress that now the entire profession must unite in an effort to 
meet the challenge. 


Tn an inspirational stvle the author sets the Nursing Profession apart 
as the greatest single Social Force in our modern world and calls upon its 
members to recognize this factor and apply its power to the end that all the 
inhabitants of the earth may be touched to the fullest by this humanitarian 
service to which every nurse has dedicated her life. 


NURSING IN MODERN SOCIETY is a work of such power and 
importance that every member of the nursing profession will find it truly 
inspiring. Those who have had the opportunity of reading the manuscript 
prior to publication proclaim it the finest contribution to nursing literature 
that has been produced in our time. 


Price: $3.75 


G. P. PUTNAM’S SONS 
2 West 45th Street New York 19, N. Y. 
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NATION-WIDE surveys indi- 
cate that Carnation Milk is 
more widely used in infant 
feeding than any other brand 
of evaporated milk. 


For good bone and tooth development 


Infants and older children alike benefit from the nutritional com- 
pleteness of Carnation Evaporated Milk. This accepted milk is an 
excellent source of the bone-and-tooth-building minerals—calcium 
and phosphorus. And fortification with pure crystalline vitamin D3 
contributes to optimal mineral utilization. 

Safe, nourishing, digestible Carnation Milk is the milk of choice 
with many physicians, for difficult as well as 
normal cases. You may confidently recom- 
mend ‘‘the milk every doctor 
knows.” 


WRITE for Your Contented Baby’ —36 pages of 
haby-care suggestions, by a graduate nurse. Carna- 
tion Company, Dept. 749-F, Milwaukee 2, Wis. 


BIZED-UNSWEETENED 
A Contented 
Cows” 
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A Nutrition Handicap Which 
Must Be Avoided 


The significance of breakfast as an important 
means of meeting the daily dietary allowances as 
suggested by the National Research Council 
was vividly demonstrated in a recent study. 

This investigation revealed that subjects who skipped 
breakfast entirely or who ate a skimpy breakfast 
failed to receive their daily nutritional requirements 
in the other two meals of the day. Hence 

breakfast must be regarded not only as a meal which 
forestalls morning hunger and fatigue, but also one 
upon which the organism is closely dependent 
for its daily share of essential nutrients. 


Virtually all nutritionists agree that breakfast should supply 
from one-fourth to one-third of the daily caloric and nutrient 
needs. A widely endorsed breakfast pattern, composed of fruit. 
cereal, milk, bread and butter, aids in organizing a well-rounded 
morning meal. The cereal serving —consisting of hot or ready-to-eat 
breakfast cereal, milk and sugar—is a universally recommended 
component of this breakfast. This serving contributes 
worth-while amounts of many essential nutrients, 
including biologically complete proteins, B-complex vitamins, 
and important minerals. 


The quantitative contribution made by 1 ounce of ready-to-eat 
or hot cereal* (whole grain, enriched, or restored to whole grain 
values of thiamine, niacin and iron), 4 ounces of milk, and 
1 teaspoonful of sugar is indicated by this table. 


CALORIES........ 202 PHOSPHORUS.... 206 mg. 
PROTEIN.......0. 1.6 mg. 
BAT. 5.0Gm. THIAMINE........ 0.17 mg. 
CARBOHYDRATE..33.0Gm. RIBOFLAVIN...... 0.24 mg. 
CALCIUM......... 156 mg. NIACIN.......... 1.4 mg. 


*Composite average of all breakfast cereals on dry weight basis. 


t Jackson, P., and Schuck, C.: Dietary Habits of Purdue 
University Women, J. Home Econ. 39:334 (June) 1947. 


Nurses are invited to send for a complimentary copy of the 
brochure ‘Cereals — Their Nutritional Contribution Evaluated 
from the Public Health Viewpoint” (PH-1). 


CEREAL INSTITUTE, INC... 


135 South La Salle Street +» Chicago 3 


The presence of this seal indicates that 
all nutritional statements in this adver- 
tisement have been found acceptable 
by the Council on Foods and Nutrition 
of the American Medical Association. 
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‘If you come up to see me sometime, doctor— 
be sure to bring D-P-T*!”’ 


Where else but in D-P-T—Cutter’s com- 
bined vaccine—will you find all these 
distinct advantages: 


Phase I pertussis organisms grown on 
human blood—to avoid the danger of 
sensitization to animal protein. It also 
assures high antigenicity of pertussis 
organisms. 


Diphtheria and tetanus toxoids highly 
purified—so that each cc. contains well 
over one human dose. 


A formula which supplies in each cc. 40 
billion Phase I pertussis organisms—plus 
the purified toxotds—permitting a dosage 
schedule of only 0.5 cc., 1 cc., 1 cc. 


For your “anxious-to-do-right” par- 
ents Cutter offers an informative new 
booklet—“How to Prevent Diseases 
of Children.” Write us for the géft 
copies you'll need. 


You'll find more advantages in another 
Cutter product—D-P-T (Alhydrox). Not 
only does it provide higher immunity 
levels than alum precipitated vaccines 
—it reduces to a minimum such side 
reactions as persistent nodules and sterile 
abscesses. Presents less pain on injection, 
too, because of a more normal pH. 


Try Cutter D-P-T—Plain or Alhydrox— 
you'll be pleased with the results. 


* Cutter's brand of combined diphtheria, pertussis 
and tetanus antigens. 


Cutter Laboratories, Berkeley, California 
Chicago « New York 


UTTER 


Fine Biologicals and 
Pharmaceutical Specialties 
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What Next for Our National Structure? 


Lye Joint Structure Study Committee has 
received a vote of confidence from a large 
segment of the nursing profession. This is the 
most vital outcome of the deliberations of the 
September meeting of the ANA House of 
Delegates as reported by Ruth Hubbard. 

Speaking not as the president of the 
NOPHN nor as a duly authorized representa- 
tive of District I of the Pennsylvania SNA, 
but as “one American nurse,” she reported to 
the Collegiate Council on October 4, and very 
kindly consented to share her remarks with 
readers of the magazine as follows: 

I should like to give my report in four parts. 
The first is my impressions of the conference 
as a whole; the second, about action taken; 
the third, about trends of thinking expressed 
by individuals on the floor; and finally, my 
ideas of indicated next steps. 

The first impression I received was of un- 
usually widespread interest. One indication 
of this interest was that there were more than 
1100 delegates present, and it was the first 
special delegate conference in the history of 
the ANA. I understand a number of people 
went entirely or partially at their own ex- 
pense. I therefore believe that nurses are in- 
terested in the structure of nursing in this 
country. 

I was impressed, also, by the quality of the 
delegates. The membership of the ANA had 
taken care in the selection of its delegates and 
the high quality of those chosen to represent 
the larger group spoke well for nursing. 

I was also impressed with the study that 
the delegates had given to the whole question 
of the structure of nursing in this country. 
And over and over again, as the delegates 
spoke, individually and for their states, they 
spoke with appreciation of the structure study 
guides prepared by the Joint Committee. It 
was of interest to me that repeatedly gratitude 
was expressed for the help that little groups of 
people all over the country had received 
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through the structure study guides. The dele- 
gates were a well prepared group. 

Two things happened that are of impor- 
tance. The first thing was a vote that the 
Joint Structure Study Committee should be 
truly joint, and that the members on that 
committee representing the American Nurses’ 
Association be fully free to participate in any 
activity of the committee. The delegate body 
supported the vote, which was definitely a vote 
of confidence on their part, with another vote 
which said that they believed their participa- 
tion in the work of the Joint Structure Study 
Committee should also have their financial 
support. They did not designate that sup- 
port to be 10 cents a member, which is what 
the five other organizations have done. They 
left the decision of the quantity of that sup- 
port to the board of the ANA. But the House 
voted that there be financial support. 

The second thing I believe was evident in 
the action, was that that body really wished 
to center responsibility for the next steps in 
relation to our study of joint structure in the 
Joint Structure Study Committee. I take that 
position because the delegates voted that the 
84 resolutions on the report of the Joint Struc- 
ture Study Committee and of the ANA Com- 
mittee on the Structure Study which were re- 
ceived on the floor of the house, passed to the 
Resolutions Committee and returned to the 
house through the chairman of the Resolutions 
Committee, be referred without consideration 
in the house to the Joint Structure Study Com- 
mittee. 

Those, I think, are the two definite things 
that look to me very much like progress to- 
ward a national nursing consideration of our 
structure. 

There are five impressions that I received 
as I sat in the house. There were some fifty 
reports received on the floor of the house on 
Saturday afternoon and evening from the 48 
states, the District of Columbia, Freedmans 
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Hospital, and Hawaii. The first message that 
those reports brought us over and over again, 
in addition to the fact that the states want to 
work on the reorganization of the structure 
together, was that they want to study it more. 
The study that has gone on in the last year 
is pretty amazing when we consider how scat- 
tered we are, how busy most of us think we 
are, with what difficulty even now we come 
together. 

Some of the states had distinguished re- 
ports, and some of us, alas, did not, but we 
all want to study this thing further. There is 
apparently a desire that the Joint Structure 
Study Committee come out with some plan by 
the time of the 1948 Biennial. That date was 
a logical date for the group to choose because 
it is the next time that the House of Delegates 
is scheduled to meet. 

There is a distinct interest in the forma- 
tion of one organization for nursing. Interest 
obviously does not lie in the adoption of plan 
I or plan II of the Rich Report nor in the con- 
tinuance of the ANA as it now stands, but in 
the creation by the Joint Structure Study 
Committee of a plan for one organization that 
will include the best aspects of all the sug- 
gestions that were presented by the Rich Re- 
port, by the Joint Structure Committee, by 
the ANA committee, and by the ANA mem- 
bers. 

There is an apparent feeling that the par- 
ticipation of lay people in a nursing organiza- 
tion, if it exists at all, should be advisory. 

I had the impression, also, that a good many 
states would like to see the retention in some 
form not too dissimilar to our present form, 
of state and district organizations. They are 
accustomed to working that way and it is dif- 
ficult to imagine another form of organization. 
There was a real question about the numerical 
suggestion in the Rich plan of a unit of 500. 
Notably, our friends from such states as 
Nevada, Utah, and New Hampshire, which we 
think of as rural states, wondered if they 
could get together groups of 500 frequently. 
The large states wondered if they would func- 
tion well if they had to cut themselves up. 

Personally, I think the delegate body was 
not very clear in its understanding of the pur- 
pose and the functions of a service organiza- 
tion for nursing. It is at that point that the 
question about lay participation arises. The 
delegates seemed very sure that we are united 
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as nurses for nurses, but it seemed to me that 
part of their question about lay participation 
arises from their lack of understanding of the 
functions and the way in which such an or- 
ganization might operate as a service group. 
Our own body in the NOPHN is perhaps the 
most experienced of the six national nursing 
organizations in that, and therefore it looks 
with much less trepidation upon lay participa- 
tion than do our sisters in the other organiza- 
tions. The nearest sister to us in the art of 
lay participation is the League, and _ the 
League’s association with lay people in an 
active status is not more than two or three 
years old. In a sense, we stand alone with an 
experience of thirty-five years of lay participa- 
tion. 

To me a service organization is something 
more than an organization whose by-laws per- 
mit admission of lay people. It is an organiza- 
tion which commits itself to the service of the 
community as far as the profession of nursing 
is concerned, and therefore we cannot exist 
usefully unless our relationship with commu- 
nity people is direct and sound—two groups 
united for service. 

As far as next steps are concerned, this is 
the tentative program. The Structure Study 
Committee had been asked to prepare a re- 
port of its activities and any recommendations 
it had to present to the House of Delegates of 
the ANA and to the boards of the five other 
participating organizations. It did prepare 
that report, and it is available to all. It car- 
ries with it nine recommendations. The meet- 
ing in Chicago was a presentation of that 
report to one of the six organizations, the 
American Nurses’ Association, its board and 
house of delegates. The report summarized 
the Joint Structure Study Committee’s work 
from September 1946 to September 1947, 

At that same meeting the ANA House of 
Delegates received another report, the report 
of its own structure study committee. It also 
received 84 resolutions from the several states, 
the District of Columbia, Freedmans Hos- 
pital, and Hawaii. All those resolutions were 
turned over to the Joint Structure Committee 
for consideration and action, with one excep- 
tion—a resolution that was presented on Sun- 
day afternoon by the president of the ANA, 
which having no second was not made a part 
of the action of the convention. 

The House of Delegates accepted the recom- 
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mendation that a joint meeting of the boards 
of directors of the six national organizations 
be called before November 15, 1947, to con- 
sider ways of implementing a program of 
joint action.* 

It seems to me that the Joint Structure 
Study Committee is the heart of our next step. 
The six organizations have vested in the Joint 
Committee the responsibiJity to design what 
is to be done in a national nursing structure. 
It is clear that the committee is now free to 
move jointly on all the issues that were set 
before it in September 1946, and it has, in 
addition, the benefit of the considered thinking 
of nurses and other citizens in this country. 

What the Joint Structure Study Commit- 
tee would seem to need at this point is a vote 
of confidence from the boards of the six na- 
tional nursing organizations that called it into 
being. Such a vote would say: “You have 
made this much progress in one year; go 
straight ahead from here.” If we are to con- 
tinue to have the kind of confidence we have 
in the Joint Structure Study Coramittee, its 
course must be more clearly charted than it 
was a year ago. If we do give it unanimous 
and strong support through our boards, its 
work will be greatly accelerated. And I think 
the indication was quite clear that it would 
be extremely agreeable to the nurses in this 
country if the Joint Structure Study Commit- 
tee could have ready a definite structural plan 
at the time of next year’s biennial in Chicago. 

The Joint Committee’s report presents in a 


*This meeting has been called on November 9-10. 
The NOPHN Board will meet on November 8. 


The Go-Ahead in 


ie PUBLIC health nurse has a leading and 
inescapable part to play in the new men- 
tal hygiene campaign. Her readiness to play 
that role with experience and wisdom must 
be adequate and soon. These are facts now 
pretty generally accepted by public health 
authorities the country over. 

Acting on the assumption that requisite 
help to the staff nurse can best be provided 
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sense the outline of such a structure. It has 
made very definite recommendations about the 
kind of structure that it thinks we can move 
into. It speaks very definitely about two or- 
ganizations. It speaks about movement that 
can be made at once to determine alignment 
for those two organizations. Perhaps not 
every one of the nine recommendations of the 
Joint Committee will be accepted by every 
one of the boards which have not yet acted. 
The NOPHN board has not met since it re- 
ceived this report. The League at its Seattle 
meeting endorsed the report with certain 
minor revisions in the methods for carrying 
out the recommendations. 


It was interesting that over and over again 
delegates at the meeting said, You know, we 
first had to tell our own constituents what 
we are like now, because a lot of us didn’t 
know. Then we had to talk about the Rich 
plans. And now we have to try to think of 
the plan that is best for the future of nursing. 

Many important projects are marking time 
waiting for structural decisions. We are spend- 
ing lots of time trying to decide whether to 
make changes now, or to sit tight. If we are 
to wait, shall we wait six months, a year, two 
years? If we change now, will the change 
handicap us a year from now? So that speed, 
while we insure the production of a good struc- 
ture, is to my mind of the first order. We 
must not let any delay occur in giving the 
Joint Structure Study Committee the kind of 
support that will elicit from that committee 
the very best plan for our national nursing 
structure. 


Mental Hygiene 


by qualified mental hygiene consultants, the 
Mental Hygiene Committee of NOPHN be- 
gan a year ago a study of what should consti- 
tute consultant training. The immediate re- 
sult was: three pioneer programs for nurses 
who wish to become consultants in mental 
hygiene began in September with a total of 21 
nurses enrolled. These are being given at the 
University of Minnesota School of Public 
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Health, University of Pittsburgh School of 
Nursing, and the Department of Nursing at 
Teachers College, Columbia University. 

The reason for initiating the study of train- 
ing was the fact that there was a demand from 
public health nursing agencies for mental 
hygiene consultants which could not be met. 
This demand, it may be noted, is increasing 
day by day due in great measure to the 
stimulus provided by the mental hygiene pro- 
grams of such important agencies as the 
USPHS and Children’s Bureau. 

In considering the matter, the committee 
came to the conclusion that the recruiting and 
training of nurses to fill this need was un- 
doubtedly long overdue. Consultants in the 
past have been variously trained, as Mary C. 
Connor’s study clearly showed.* The major- 
ity have been psychiatric social workers, sev- 
eral of whom were also public health nurses. 
It was felt by the committee that it would be 
wise to explore the possibility of training a 
consultant in mental hygiene in nursing 
through a combination of courses in nursing, 
psychiatry and psychiatric social work, rather 
than to assume that a complete course of 
training in psychiatric social work was essen- 
tial. Certainly if we believed, as we did, that 
the nurse’s function in the field of mental hy- 
giene was in the main preventive, and as such 
different from that of the social worker, it 
should follow that her preparation would have 
different emphases, although the core material 
—the new understanding of human behavior 
—would be the same. 

The Steering Committee of the Mental Hy- 
giene Committee in July 1947 approved the 
following tentative statement of the job of the 
public health nurse in prevention as follows: 


. To use her contact with the whole family unit 
so "skillfully and sensitively that she will be able to 
appraise the degree of mental as well as physical 
health of each member of the family through obser- 
vation and understanding of the interpersonal rela- 
tionships in the family and the reports given her as 
to relationships outside the family. Having gradually, 
or immediately in some cases, sensed the emotional 
temperature of the group and the individuals com- 
prising it, she decides whether medical-nursing re- 
sources are adequate to meet its needs or whether it 
is likely that some other agency would be more ap- 
propriate. 

She tries to be as precise in her thinking about the 
way to use social resources, herself included, as would 


*PusLic HEALTH NursinGc, March 1947, p. 154. 


the physician in his use of the pharmacopeia. She 
herself is already in the picture—has already become 
a factor in the situation. If she can handle it, cer- 
tainly no one would suggest that she should not do 
so. If we say that her chief responsibilities in this 
field are appraisal and preventive health teaching, 
which is community-wide, it is obvious that the in- 
tensive treatment needed in complicated family situa- 
tions will be the responsibility of the social case- 
worker. The nurse will use her mental hygiene 
knowledge as expertly as does the caseworker but it 
will be used differently, and the two groups will 
supplement, not duplicate each other. 

Probably no other worker will be required to have 
as comprehensive a range as the public health nurse— 
from a happy primipara to a psychotic grandfather 
and all the degrees of adjustment in between, and 
that range must be constantly emphasized as unique. 


Too little recognition has been given by 
nursing itself, as well as by other groups, to 
the skill often demonstrated by public health 
nurses in preventive and prophylactic efforts 
in families and clinics; and to the careful diag- 
nostic thinking which precedes referral of a 


situation by the nurse—not to mention the 


skill used in helping a patient to understand 
and accept referral. This lack of recognition 
of the importance to the mental hygiene field 
of the preventive work of public health nurses 
has certainly been partially responsible for the 
lack of enough specific mental hygiene train- 
ing in the preparation of nurses and, thus, for 
the lack of confidence so often found in them 
along with good performance. 

It began to be evident, during the study, 
that so far as preventive efforts in mental hy- 
giene for children are concerned there is quite 
a distance in point of view and practice be- 
tween the groups which might be called “posi- 
tive health” or preventive, and those which 
work with the child who is disturbed, the 
“treatment” or therapy groups. Also, it ap- 
peared that the approach to prevention 
through work with expectant mothers has 
lagged far behind the work with children. 

In some of the positive health groups it is 
possible to see the beginnings of a strong and 
confident epidemiological approach to the 
problem of mental disezse. It is our belief 
that the mental hygiene consultants in the field 
of public health nursing now in training can 
orient themselves to both the preventive and 
therapy groups in such a way that their point 
of view will represent a fusion of the two. 
With this point of view the consultants can 
approach the typical short contacts of public 
health nursing with more of the skill of the 
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“treatment group’ used in appraisal, in 
guidance, and in the short-time treatment of 
minor mental health problems. Also, the con- 
sultant will help in providing preventive serv- 
ice not only for children, but also for every 
prenatal patient. 

The public health nurse’s efforts in all pre- 
ventive programs have always been directed 
toward the whole community. This is her 


great asset in this new campaign for better 
mental health. To prepare consultants to help 
the public health nurse to do an even better 
job is the aim of the new university courses. 


Sypit H,. Pease, Director 
STUDY OF THE TRAINING OF MENTAL 
HYGIENE CONSULTANTS IN 
PUBLIC HEALTH NURSING 


Response to Urgent Message 


URING the months since NOPHN pub- 
lished and distributed the “Urgent Mes- 
sage to Employers of Public Health Nurses,” 
a statement recommending immediate con- 
sideration of public health nurses’ salaries and 
recommended salary scales, responses from 
many sections of the country have been re- 
ceived. Excerpts from these letters indicate 
some of the results and reactions: 

“T know you will be interested in the fact 
that twelve vacancies we contemplated for 
September are all filled and this week we have 
two more applications for staff positions. Prior 
to receiving the ‘Urgent Message’ our finance 
committee had voted to ask the budget com- 
mittee of the community fund for permission 
to increase salaries as of July 1st on the basis 
of a balance in the budget because we had 
been unable to fill positions. The NOPHN 
‘Message’ strengthened our request, which 
was granted, making it possible to give a $20- 
a-month increase to all the staff.”—Director 
of a public health nursing association. 

“Thank you for your ‘Urgent Message.’ 
This is a well worded statement of a definite 
public health nursing problem and I suspect 
that in many places the response will be sat- 
isfactory.”—Supervising nurse of a county 
health department. 

“Thank you for your letter of May 29th in 
reference to adequate salaries for public 
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health nurses. I am sure this will be useful 
in adjusting our salary scale for nurses up- 
wards in a range where they belong.”—Di- 
rector of a county health department. 

“We have just received our copy of the 
‘Urgent Message to Employers of Public 
Health Nurses.’ Certainly this letter is most 
timely and one that should be given widest 
distribution. In our own particular area 
decision as to public health nursing salaries 
lies in the province of our county board of 
supervisors. Therefore, I am writing to ask 
that copies of this letter be sent to each of the 
persons whose name appears on the enclosed 
sheet.”—Director of a county health depart- 
ment, 

“Thank you for your letter of May 29th 
enclosing the copies of the ‘Message to Em- 
ployers,’ which we have used very effectively 
in submitting our proposed salary scale to 
the board. We appreciate your help.”— 
Director of a visiting nurse and tuberculosis 
association, 

“T am enclosing our check for $25. As you 
know, this organizatiorf is merely social and 
our only funds come from our $2 annual dues. 
However, we appreciate your letter of May 
29th, as we have been fighting vainly for 
years to achieve a satisfactory salary for our 
nurses.”—President of a municipal health de- 
partment’s nurses club. 
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Nurse’s Responsibility to Her Patient 


By RUTH GILBERT, R.N. 


HE phrase “responsibility to her patient” 

may have many and various connotations 

for us, since the “pressure” situations in 
which we find ourselves today are very real. 
This discussion, however, carries no sugges- 
tions for further duties to be added to the 
‘function of the nurse. Rather, like workers in 
many other fields, we are looking for clari- 
fication and understanding in order to carry 
out our function more readily and effectively. 
We can state this function in very simple 
terms as, nursing the sick and helping to pro- 
mote the health of the people. Most of us no 
doubt accept the important fact that “sick- 
ness” includes mental illness, and the term 
“health” includes mental health. 

It is interesting to note the variety of mean- 
ings which a given word may have for differ- 
ent people. We are made aware of this con- 
stantly when we talk with others, often when 
we talk with our patients. Sometimes it is 
amusing and useful to become a “dictionary 
chaser” in order to get back to the original 
intent of words or to discover variations in 
meaning. If one looks up the word “‘respon- 
sible” in Webster’s Collegiate Dictionary, one 
finds the first meaning stated is “liable to 
respond.”” Then, on follow up of the word 
“liable”, one finds it means “bound” (to re- 
spond), or “apt” (to respond). Responsible 
nurses, then, are people whose job it is to 
respond. One then, of course, asks the question 
—respond, how; to what? 

We are going to discuss three responses 
which it seems should help the nurse in any 
setting to function effectively. These are as 
follows: Her response to broad social situa- 


Ruth Gilbert is assistant professor, Division of 
Nursing Education, Teachers College, Columbia, in 
charge of the special program of study in mental hy- 
giene under the Mental Health Act. She was for- 
merly psychiatric social worker with Psychiatric Serv- 
ice in the Community, in New Haven, Connecticut. 


tions and problems; her response to the spe- 
cific situation in which she is trying to work; 
her own emotional response to these general 
or specific nursing situations. 

First, with regard to the nurse’s response 
to broad social situations and problems— 

Most of us are worried and harrassed by 
difficult problems presented by certain in- 
dividuals with whom we are working in a 
hospital or in their own homes. I have yet to 
take part in an institute or course for nurses 
fresh from their work in the fie’d when it was 
not necessary to spend considerable time at 
the outset getting away from the individual 
problem of how to show a certain patient that 
he should go to a tuberculosis sanitarium, or 
how to carry out nursing care for a certain 
chronically ill patient, to the broader but just 
as pertinent social situations and problems 
affecting one’s case load or service or district 
as a whole. For example, a nurse’s or agency’s 
difficulty in making plans for adequate nurs- 
ing care for one chronically ill patient is a 
symptom of a situation receiving and needing 
nationwide study and attention. Occasionally 
it can be said of us that we may not “see the 
woods for the trees.” 

Most of us know our hospitals, districts or 
areas extraordinarily well. Sometimes we for- 
get that our hospital or district impinges on 
other districts to the limit of the world as we 
now know it. This world is full of people. And 
although we accept that individuals differ 
one from the other, we know that we ourselves 
and the patients with whom we work all face 
certain common problems, some peculiar to 
or accentuated by this day and age. 

If we think back, we realize that we have 
already made progress in adjusting our nurs- 
ing work to some of these conditions. For ex- 
ample, time was when public health nurses 
were fairly specific—sometimes even rigid—in 
their ideas of what constituted a “good re- 
gime”’ in the home. Irregular and shifting work 
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hours, employed mothers especially during 
the war years, crowded homes, have made us 
realize that a workable regime for one family 
may not be so for the next door neighbor, and 
we have adjusted our concepts of the funda- 
mentals of family life accordingly and are 
now teaching in a more flexible manner. Eco- 
nomic conditions, housing, the status of teach- 
ers, the crowding of institutions, the dearth of 
foster homes, the apparent fragility of many 
marriages, and the like, directly influence the 
situations the nurse meets and therefore her 
methods of doing her work. 

Often the magnitude of these problems over- 
whelms us as individual nurses so that we 
wish we could sidestep them and avoid their 
impact. Each of us thinks, if those in high 
places are bewildered by world problems, how 
can J hope to become informed on them and 
to understand them. But, obviously, we and 
our communities are involved. Therefore, 
our only adequate response is to have as ac- 
curate a knowledge as we can acquire of the 
ways in which individuals, families, districts, 
and larger communities are affected by social 
conditions and be guided accordingly in our 
understanding of the physical and emotional 
situations of the people with whom we work. 

One such problem currently affecting our 
work is the lack of necessary personnel in 
certain other important professional fields 
throughout this country and others. The 
United States Public Health Service has stated 
that we have in this country only about 4,000 
psychiatrists, whereas we need a minimum of 
14,000 for adequate coverage. It is clear that 
it will be some time before this difference of 
10,000 medical men specialized in psychiatry 
can be met. The need for clinical psycholo- 
gists and psychiatric social workers is sim- 
ilarly acute. We are well aware of the lack 
of nurses adequately prepared to care for the 
mentally ill or to teach this care to other 
nurses. This shortage vitally affects nursing 
function in the following way. 


E HAVE believed for a long time that 
W nurses do their best work when they 
are aware of the mental and emotional as 
well as the physical aspects of sickness and 
health problems. In recent years we have 
seen that we must go further than that and 
accept as a fact that emotional and physio- 
logical or somatic factors always and inevit- 
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ably exist, interwoven, in all nursing situa- 
tions as in all human behavior. We have out- 
grown the old concept of “physical or mental,” 
and have accepted the concept that in any 
given patient one of these two aspects may be 
more pronounced than the other, but both are 
always present. We have only to break down 
our nursing work into some of its usual types 
of service to realize the force of this statement. 
For example—antepartum, delivery, and post- 
partum care; work with preschool children in 
the child health conference and in their family 
setting; school children; tuberculosis service: 
venereal disease work; the bedside nursing of 
the sick, young and old, with their fears, fixa- 
tions, and emotionally determined ways of 
behaving. In other words, we have been com- 
ing to recognize the psychosomatic nature of 
our nursing work, using this term in the broad 
sense as descriptive of all health and illness 
rather than limiting the term to the group of 
conditions in which most of the investigation 
along these lines has been done, as, certain 
cases of peptic ulcer, asthma, hypertension, 
and the like. We can say, then, that within the 
nursing profession there has been considerable 
acceptance of all nursing as psychosomatic 
and a deepening of the purpose of nursing care 
on the basis of this. 

At the present time, partly as the result of 

the personnel shortage previously mentioned, 
other professions are expecting, even asking 
us to help in carrying responsibility for the 
mental health of the public. Dr. Kent A. 
Zimmerman, until recently director of the 
mental health unit of the Children’s Bureau, 
says: 
_ We won't have 10,000 additional psychiatrists 
in ten years—probably not in 15 years. Meanwhile 
we can’t wait for them. Other professional workers 
—who haven’t been trained in psychiatry—must re- 
alize that they can fill important posts in the battle 
to prevent mental disease and promote mental health. 
These workers—the doctor in the home or office, 
the nurse in the home or hospital, the social workers 
in the public or private agency—can do their share 
in preventing mental illness as part of their daily 
dealing with the people they serve. . . . Workers in 
these fields can grow to be more and more sensitive 
to the early signs of fear, worry, and chronic anxiety 
in the, for example, tuberculosis patient. Often a 
few minutes’ conversation with an understanding 
worker can reduce resentment against what the pa- 
tient feels is his fate. Quicker recovery follows and 
fears of recurrence of infection are eased. 

Again, in an article discussing the relation- 
ship between pediatrics and psychiatry, Dr. 
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Milton Senn says, “When a careful examina- 
tion has been made, there is evidence that 
there must be a reorientation of attitudes of 
child development, parental guidance and 
medical care, since in tracing the origin of 
emotional disturbances, there are repeatedly 
encountered stories of tension between parent 
and child as it (the child) passes through the 
various stages of growth, especially the tension 
around the everyday situations of weaning, 
feeding, toilet and habit training.’”” One does 
not need to labor the point that these latter 
are included in the situations which the nurse 
meets daily—more often than any other pro- 
fessional group. 

Sometimes in the past the nursing profes- 
sion has been a little doubtful as to just where 
it fitted into the so-called mental hygiene 
program. If we accept as actual the psycho- 
somatic nature (in the broad sense) of all 
our nursing work, it would seem that our part 
in mental hygiene work is now more clearly 
defined. With the exception of the medical 
profession, I can think of no other profession 
in a position to work in this way. Nor is this 
an added responsibility or function but rather 
a clearer understanding of our accepted func- 
tion. 


SECOND way in which the nurse responds 
A is to the specific situation with which 
she is working. By this I mean her contact 
with a given patient and his family in hospital, 
home, clinic or school. The nurse’s response 
to these individual situations consists of her 
activities such as bedside nursing procedures 
and demonstrations, and of what she says dur- 
ing the course of this contact. But what she 
does and says in turn depend on what the 
nurse is thinking and feeling about this pa- 
tient’s situation. Although we cannot divorce 
the thinking from the feeling processes, for the 
moment I want to emphasize the nurse’s 
thought processes in this nurse-patient contact, 
leaving emphasis on the emotional reactions 
of the nurse for the third part of this paper, 
and will then use material from a record by 
way of illustration. 

We have long since found that, in the 
language of the guidance workers, we cannot 
“structure” a visit to any great extent before 
we enter a home or undertake a clinic visit. 
This is less true, of course, of bedside nursing 
procedures but even here the unexpected may 
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arise. Even with a thorough previous knowl- 
edge of the case we cannot plan ahead what 
will be said or all that will be done during the 
visit. The more security we attain as exper- 
ienced nurses, the less need we have to try 
to rely on planning our visit in detail in ad- 
vance. This leaves us free to meet the needs of 
the patient as they arise during the visit, 
these needs often quite different from those 
we might have expected. It necessitates that 
we shall respond in a sensitive, perceptive 
way to the facts and feelings the patient puts 
before us. And throughout this contact or visit 
we shall be thinking deeply and specifically 
what these particular facts and feelings seem 
to mean to the patient and in relation to the 
patient. 

I would like to discuss this thought process 
through which we go in making a visit, step 
by step, to be sure that we understand each 
other, and for clarification. 

In the first place, when we approach any 
contact with a patient we have in our posses- 
sion a certain amount, often a considerable 
amount, of knowledge, skill, and experience. 
This consists of bedside technics, material 
regarding illness in general and specific ill- 
nesses, material regarding health in general and 
ways for promoting this, material having to do 
with family relationships and child develop- 
ment, often, too, knowledge of administration 
and community organization, and certainly of 
community resources. We might call this 
body of knowledge and experience our pro- 
fessional “backlog.” We cannot have all of 
it in mind at any given moment, nevertheless 
it is on a conscious level. That is, we can 
produce it on demand, or know where to get 
it, in reliable, up-to-date form. This material 
is as little as possible contaminated by partly- 
digested information; by residuals of personal 
ways of doing and thinking of whose origin 
we are only dimly aware. 

To illustrate by a personal experience from 
another kind of activity altogether. During 
the war years I started what turned out to be 
an almost too sizable vegetable garden after 
having had no close contact with vegetable 
gardens since childhood. I felt I had a con- 
siderable “backlog” of information concern- 
ing this, however, and did have some knowl- 
edge of it. However, quite often it was neces- 
sary to stop and say to myself, perhaps es- 
pecially after having made some horticultural 
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statement with considerable assurance, ‘Do 
I really know that—or, did I dream it up?” 
Fortunately, beans, corn, and tomatoes are 
not people and my trial and error methods af- 
fected no one’s life to any great degree, ex- 
cept perhaps my own. The point here is that 
while no one with any degree of sophistication 
or flexibility can insist that “facts are facts,” 
we have a responsibility to see that our back- 
log of professional knowledge is as useful and 
reliable as possible, and to reexamine it con- 
stantly—perhaps especially the parts of it 
which we believe we know best. 

This backlog also has in it a knowledge of 
what is “normal” for our society in broad 
terms in the way of physical and mental 
health, infant and child development, nu- 
trition, basic family relationships, environ- 
mental conditions. Thus we are equipped, 
carefully avoiding rigid standards, to compare 
the given patient and family in these respects 
with the norm. For example, it is considered 
“normal” for a family to consist of father, 
mother, and their children. If the family is 
not made up in this way, we take note of it, 
and its possible meaning in a given situation. 

Our next step in this thinking process is 
the “sizing up” of the specific patient and 
family situation, and, as we know, no two 
are entirely alike. At no time can we generalize 
about a given patient or family. We do this 
sizing up by observation which consists of 
looking and listening with eyes and ears as 
free as possible from personal prejudice and 
ways of thinking of which we may not be 
aware. We are also looking and listening with 
realistic respect for the patient’s point of 
view—not because we necessarily would wish 
to be like him or merely because he is a human 
being whom society has dignified with some 
few “rights,” but because he too is a person 
who has had experiences. At the same time 
that we are observing we are, by taking pur- 
poseful thought, putting together the pieces 
of what we see and hear, noting the signif- 
icance also of omissions—as when a mother in 
discussing her home and children barely men- 
tions her husband. We realize also that this 
material may well have significance for our 
professional eyes and ears other than it has 
to the patient who is so closely enmeshed in 
it. When a tentative picture of this patient and 
family gradually is put together in our minds, 
it is, like a fingerprint, unique, not entirely 
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like any other individual or family situation. 

To carry the simile of our mental jigsaw 
puzzle a little further—obviously it is not 
enough in solving a puzzle merely to lay as 
many pieces as we can find, face up on the 
table. A picture has cohesion, certain salient 
features, perhaps a central figure. So with our 
patient’s and family’s picture or situation. 
We can say that, based on comparison with 
the professional “backlog” with which we are 
equipped, and the realistic observations we 
have made, the patient’s situation has a focus 
which our thinking shows us and which we 
must recognize with clarity if we are to re- 
spond with appropriate nursing care or teach- 
ing to this specific situation. Otherwise we may 
be taking only a partial view of the case and 
missing the point of the problem as a whole. 

For example, a young mother whose hus- 
band was away in Service, showed a great 
deal of concern over certain physical symp- 
toms which her baby was showing, and also 
thought he was developing too slowly. The 
baby’s physical condition was checked and he 
was also given psychological study as time 
went on. Somehow the mother was not given 
an entirely adequate explanation of the child’s 
physical condition or reassurance and explana- 
tion about the normalcy of his development 
as revealed by psychological testing. Yet, 
knowing the importance of the relationship 
between mother and baby as we do, and being 
aware of this mother’s concern, it should have 
been obvious that the mother’s anxiety was 
the focus of this family situation and, as such, 
of main concern to the nurse. 


) ie is to say that the nurse has a responsi- 
bility to make a social diagnosis of patient 
and of family, as individuals and in relation 
to each other, and to their environment. Some 
of us take this as a matter of course and are 
doing it. Some of us, however, shy away from 
doing it, and would be a little uneasy at accept- 
ing this as a responsibility in so many words. 
It is easy to see why this is so. The medical 
diagnosis belongs in the hands of the phy- 
sician and we know from the first day of our 
training that the nurse does not diagnose. In 
our hospital training days possibly’ we may 
have seen little need for further sizing up 
the patient and his situation. We may per- 
haps from somewhere have acquired the idea 
that social workers are equipped to make 
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social diagnoses but we are not. It is true 
that the more knowledge of human behavior 
we have, the more skill in working with people 
we can acquire, the more reliable our thinking 
will be. Nevertheless, it seems to me, that to 
make a conscious attempt at a_ social 
diagnosis of the patient’s situation is 
safer for us than to cloak such diagnosis 
under such phrases as ‘‘use of common sense” 
or “the nurse who instinctively knows how to 
work with other people” even though we know 
that many of us have good common sense and 
are well adjusted individuals who can work 
well and sensitively with others. I have in 
mind a young nurse in a public health nursing 
organization who did an outstandingly good 
job in helping to relieve the fears and anxieties 
of a primipara in the course of her antepartum 
care. When the young mother showed warm 
acceptance of her baby and ability to learn 
to take care of him, the nurse expressed sur- 
prise and also wonder as to how this had 
come about. This nurse did not give herself 
credit for service rendered to the patient. 
When she learns to think her cases through, 
consciously and purposefully, she will be 
better able to repeat her good work with 
another patient, with the effectiveness and 
economy that understanding brings. 

In two groups of nurses with whom I have 
met within the year, some members felt that 
the thinking of the nurse about her patients 
and families—that is, her tentative social 
diagnosis, her estimate of progress or the lack 
of progress, and her reasons for this—had no 
justifiable place on the nursing record. We 
realize, of course, that hospital charts are 
not set up for this—whether or not they should 
be. The records under discussion were public 
health nursing records, where such material 
could be placed, though obviously there is 
no time or room for discursiveness. Some of 
these nurses merely expressed alarm at the 
idea which we may explain as a sort of exten- 
sion of the fact that we are not equipped to 
make medical diagnoses. Others, however, said 
that they thought such recordings “would 
not be fair to the patient.” It is true that the 
more we know, the more we realize we have 
yet to learn. However, I think that the self- 
doubt expressed in the statement that our 
recordings would not be fair to the patient 
is on the whole inappropriate. We could, as 
a rule, make or learn to make reliable state- 
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ments of social diagnoses for the reason that 
such statements never would be mere theoret- 
ical conjecture but would be definitely founded 
on the direct observation of the nurse, thought 
through in relation to the “backlog” we have 
described. Nurses make good observations. 
We have been taught to be accurate with re- 
gard to observation of somatic symptoms. 
We are or can learn to be similarly accurate 
in observation of emotional reactions and 
social situations. I have seen this to be true 
many times in interagency case conferences 
where the observations of the nurse must be 
weighed with those of the social worker. It is 
an interesting thought in this connection that 
if emotional reactions come to expression by 
the patient, they must always be evidenced 
through bodily expression of some kind and 
degree—for there is no other manner of ex- 


pression of which we know. 
W* STATED as a third response the nurse’s 
own emotional reactions to general and 
specific nursing situations, We can take it for 
granted that the nurse does respond emotion- 
ally since she is a human being. We know 
also that her emotional response is not only 
inevitable but desirable since without it she 
would move as an automaton. We dare in 
our present interpretation of relationships to 
be normally warm and outgoing with our pa- 
tients to the degree that is natural for each 
of us as individuals. We legitimately expect 
to enjoy ourselves—most of the time—in our 
work. However, we also recognize that we are 
not only human beings but professional hu- 
man beings with responsibility therefore for 
being aware of our own emotional reactions 
as far as this is possible, and the way in which 
these motivate and influence our methods of 
work, our standards, and our attitudes toward 
other people, especially toward patients. 
Bertha Reynolds has made a statement ap- 
plicable to nursing.* 


The distinction which makes the difference between 
a professional use of relationship and a personal one 
is the discipline of the self involved. It is not that 
we do not gain satisfactions for ourselves, as all 
other people do, but that we become professional 
by shifting our satisfactions to a level different from 
that of controlling others, venting hostility or liking 


*Reynolds, Bertha C. Learning and Teaching in 
the Practice of Social Work. New York, Farrar and 
Rinehart, 1942. 
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upon them, getting gratitude, affection, or the thrill 
of a new experience which we can dramatize in a 
good story. We cannot practice a scientifically oriented 
profession unless we first orient ourselves to what 
science has to say about our own motivations and 
behavior. We cannot get this in a burst of insight, 
but only gradually. .. . We must learn to be rugged 
in our honesty with ourselves, and in our ability to 
admit mistakes, prejudice, interfering anxieties, claims 
for attention to ourselves. ... A scientifically oriented 
profession demands also professional workers who 
are committed to an unrelenting search for truth even 
when it concerns their own behavior, and to an un- 
wavering desire to see people able to give as well as 
receive, to help as well as be helped. 

Perhaps we may admit that though we 
might “relent” or “waver” a little once in a 
while, on the whole what Miss Reynolds’ says 
is true. 


» attempting to make brief, practical ap- 
plication of this concept, I want to em- 
phasize two aspects. The first of these has 
further to do with the use of our “backlog” 
of knowledge and experience and also with our 
observation in specific situations. It is this: 
We need to remind ourselves often that our 
information and observations—in other words, 
our thinking—are reliable only if they are 
not formed or too much colored by personal 
bias. As a group we are reasonably free from 
hampering race and religious prejudice. But 
are we, in a home visit, equally free as in- 
dividuals as to what constitutes a ‘‘good”’ 
mother or a “good” father, for example? We 
can only make our social diagnosis safely if 
we do so as objectively as possible—this word 
taken to mean unprejudiced, not aloof as we 
sometimes have interpreted it. 

The question may well be raised—how are 
we to be watchful of our personal standards 
and prejudices when, as has been said, we 
may not even be aware of them: There is no 
simple answer to this question but it is pos- 
sible to point out various ways in which one 
becomes aware of one’s own emotional re- 
actions. If the nurse is on the whole comfort- 
able and at ease in her work—secure, the 
word is—she is in a position to learn from 
daily experiences. One acquires a day-by-day 
habit of mentally eyeing one’s behavior, in- 
cluding the things one says, with some measure 
of the acceptance and humor we have for 
other people, but also, as Miss Reynolds says, 
“with rugged honesty.” And, as she further 
says, ‘Learning to deal with a new experi- 
ence involves paying attention to it.” Often 
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the nurse has the help of her social and pro- 
fessional group whose reactions to her will 
be clarifying at times, as well as the help of 
supervisor and administrator who know the 
nurse’s work. (Just who is going to help the 
administrator is not as clear!) We all realize 
that our nurses must come from the schools 
of nursing with increasing knowledge of them- 
selves as professional persons and of the way 
they relate to patients. Under the Mental 
Health Act to be administered by USPHS 
there is opportunity for some nurses to spe- 
cialize in psychiatric nursing and mental hy- 
giene and to bring this material home to the 
nursing profession in more available form 
than usually has been possible. 

A second aspect of the emotional response 
of the nurse has to do with the helpfulness of 
some of these reactions and the advisability 
of trusting or at least recognizing them rather 
than attempting to repress them. For ex- 
ample, a public health nurse from a private 
agency may become conscious of a feeling of 
discomfort in discussing the agency fee with 
a patient, and collecting this—a time-honored 
illustration but still a current one. Probably 
it is true that the nurse’s discomfort results 
from one of three conditions, or some com- 
bination of these. She may have a personal 
difficulty in this respect, such as we have 
been discussing, which makes her feel that she 
has not given service if such service is paid 
for. To quote one nurse, “Whenever I col- 
lected a fee I felt as if I had cheated or had 
been caught guilty of ‘Indian-giving*” Again, 
the nurse may not really understand her 
agency’s policy in the matter of fees, and her 
discomfort would clear if she informed her- 
self fully. Third, there is always the possibil- 
ity that the agency’s policig$ in this as in other 
respects need altering in some way, and that 
in this instance the nurse’s discomfort is the 
legitimate rejection.of a part of her work in 
which she cannot believe. 

As a further example of the latter, again 
an illustration from the public health nursing 
field, there seems to be further current dis- 
cussion of the advisability of writing records 
in the home. A good many nurses have con- 
tinued to feel discomfort in carrying out this 
policy where it has to do with the narrative 
record, and it is possible their feeling is justi- 
fied and that the policy needs re-thinking. 

The inference is, then, from discussion of 
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this third type of response, that the nurse can 
only safely trust her thinking if she is aware 
of her own emotional biases as far as possible; 
that it is useful to her to recognize her emo- 
tional reactions in working situations and try 
to discover what is at the bottom of them. 


HE following situation illustrates the re- 
sponses which have been emphasized: 


A nurse had been going into a home for two weeks 
giving care to an elderly Italian whose diagnosis was 
inoperable carcinoma of the rectum with inconti- 
nence. Medical orders included’ general care, 
cod liver oil ointment to decubitus areas, and med- 
ications for restlessness and for severe pain. The pa- 
tient’s condition was very poor and it was not 
expected that he could live longer than a matter of 
weeks. 

The home was a third floor apartment in a tene- 
ment area of the city, adequately furnished and kept 
immaculate by Rose, the daughter. 

The patient’s wife had died ten years previously, 
also of carcinoma. The patient himself was a retired 
foreman, living on a pension, proud of his work and 
church records. The daughter, Rose, the only other 
member of the household, was described as an at- 
tractive unmarried woman about 40 years of age. 
(The nurse also described her as an “old maid” with 
the verbal explanation that she did not think of all 
unmarried women of 40 in this category.) She gave 
instruction in metal work in the home to add to 
family finances but was unable to do this at the 
time because of her father’s illness. Of the relation- 
ship between Rose and her father the nurse said, 
“Daughter seems determined to see her father through 
to the end though she rejects care of him. Tension 
noted between patient and Rose. VN feels that the 
patient should receive daily care from the nurse. 
At first nurse tried to make some plan for care by 
the daughter during the rest of the day but due to 
poor prognosis, tension between patient and daughter 
and daughter’s failure to take responsibility, nurse 
has not pressed this point.” 

The nurse further explains the patient’s attitude 
as follows: He had not been told that he had car- 
cinoma but had expressed to the nurse his feeling 
that he could not be cured. He seemed to long for 
the end. He had little money left from his earnings 
and asked the nurse anxiously whether the daughter 
could be thrown out on the street. He _ told 
the nurse of dreams in which the daughter was un- 
kind to him. It seemed to the nurse that while the 
tension between the two was realistic enough, the pa- 
tient was irrational at times. 

With regard to the care given by the daughter the 
nurse said, “Daughter says she gives constant care to 
patient but nurse believes she does very little but 
feed him and give bedpan. She has been known to 
leave patient on bedpan all night. She was very lax 
about giving medication other than narcotics and has 
ignored VN’s instructions to turn patient from side 
to side to prevent further breakdown around sacrum. 
She found bed care difficult to give. Daughter states 
she does not go near patient any more than is 
absolutely necessary because it upsets patient and 
herself. A friend comes in sometimes during the 
evening and gives partial care.” 
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This situation has been used previously for 
class discussion for the purpose of bringing out 
its focal point and thus determining the 
reasoned approach of the nurse to it. Such 
discussion showed the danger that we may not 
look far enough into our backlog or precisely 
enough into the given situation to make good 
use of the knowledge we possess. Thus we may 
give a partial social diagnosis of the situation. 
We may say, for example, as was done in class 
discussion, that a poor father-daughter rela- 
tionship exists in this situation as described. 
This is undeniably true but it would seem to 
be only a partial summation. Again, it could 
be said that the daughter is a repressed in- 
dividual who is embarrassed by the type of 
nursing care necessary. This may be true, but 
again seems a partial explanation. 


A suggested focusing of this case, built on 
information we all possess plus observations 
reported in this home, is as follows. We seem 
to have here not merely an example of poor 
father-daughter relationship, but something 
much more basic—the matter of father-daugh- 
ter relationship as a whole, some aspects of 
which in this home may be normal and some 
abnormal. As we know, one of the age-old 
and proven laws of society is that physical 
intimacies between father and daughter are 
forbidden. This prohibition is bred in our 
bones and cannot be forgotten at will even 
under extenuating circumstances such as the 
need for nursing care here described. The 
statement might be justified that many wo- 
men, especially those not trained as nurses are, 
—to give care to every part of the body in 
a matter of fact way,—might have difficulty 
in giving this intimate service to their fathers. 
In other words, part of the difficulty in this 
home is based on a normal reaction on the 
part of the daughter, inherent in the father- 
daughter relationship. Then it is also true 
that in this home a poor father-daughter re- 
lationship has developed. 

If the nurse goes this far in responding to 
the situation, she is bound to make the third 
response, that is, the assessment of her own 
emotional reactions to what she has seen and 
heard. As a matter of fact in this instance the 
nurse found her emotional reactions to have 
been hampering. Her understandable dismay 
for her patient caused her to line herself up 
with the patient, to identify with him. With 
her attitude colored by this, she then could 
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not use her knowledge to help her to see that 
the daughter, with all her possible faults, 
was in a normally very difficult position. Had 
she realized that fact, she could have said to 
Rose, “I can imagine that you may be em- 
barrassed at having to care for your father. 
What parts of it can you do, and what do 
you find you cannot do?” It seems reasonable 
to suggest that planning could have followed, 
this to involve the nurse, Rose, and the neigh- 
bor; that some of the unhappy realization 
that she was not giving her father adequate 
care would have been lifted from the daughter, 
with even a lessening of tension between pa- 
tient and daughter resulting. It can be seen 
that if this had been a patient with a chronic 
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Deeply impressed with the inadequacy of facilities 
and services that educational institutions have for 
enrolled veterans and their families, the Com- 
mittee on Service to Veterans of the National Social 
Welfare Assembly urges the sympathetic attention 
and action of national organizations, of local coun- 
cils of social agencies, and of community agencies 
on this situation wherever veterans are enrolled. 

In a recently completed survey, the American 
Council on Education found that in 700 educational 
institutions, with a total enrollment of 1,096,136, 
veterans comprised 58 percent. In the school year 
beginning in the fall of 1947 enrollment was ex- 
pected to increase by 21 percent to a total of 728,321 
veterans. In the 700 colleges reporting 29 percent 
of student veterans were married with almost a 
fifth of the married men living on the campus. Thirty- 
nine percent of the veterans had children. One 
quarter of the veterans with children were living 
with them on the campus. 

The institution and the Veterans Administration 
assume responsibility for the health care of the 
veteran but not for the dependents. Half of the 
institutions wanted help in meeting veteran needs. 

Among those reporting on the question, physicians’ 
services for veterans families were provided by the 
institution in 45 instances and not provided in 295; 
by other agencies in 23 instances and not in 268. 
Nursing service was provided in the homes of 
veterans’ families by the institution in 33 instances 
and not provided in 313; by other agencies in 60 
instances and not in 226. Infirmary or hospital care 
for veterans’ families was provided by the institu- 
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rather than a terminal illness, it would have 
been even more important for the nurse to 
respond in some such way. 

Interestingly enough, following the use of 
this material in class, a student who is a 
nurse working in a public health nursing agen- 
cy, encountered a very similar situation. She 
reported with pleasure—and I think perhaps 
with some surprise—that, “it worked.” 

It does work—within the limits of our pro- 
fessional but only human understanding, and 
within the limits of circumstances. 


Presented at a meeting of the New England 
Division of ANA, at Portsmouth, New Hampshire, 
June 11, 1947. 
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tion in 27 instances and not in 316; by other 
agencies in 23 instances and not, 160. Services of 
a nutritionist or home economist were provided in 
49 instances and not in 287. Recreational facilities 
were reported adequate at 57, inadequate at 107 
institutions. Day nurseries for children of veterans 
were reported in 56 institutions, none in 288. 

The American Council on Education, as a result 
of these findings, has asked that some educational 
group in each state call a conference of representa- 
tives of educational institutions and the cooperating 
national organization, to plan for provision of serv- 
ices. The response has been good in some states, 
in others lukewarm. 

Whatever the action on a state basis, the Com- 
mittee on Service to Veterans of NSWA (of which 
NOPHN is a member) urges that the health and 
welfare agencies in all communities with educational 
institutions shoulder their natural responsibilities by 
(1) taking concerted action to serve student veterans 
and their families (2) calling a meeting of agencies 
concerned for consideration of student veterans’ needs 
(the council of social agencies or committee on 
veteran services or any one agency to take the 
initiative) (3) coordinating any local plan with pos- 
sible state plans (4) developing all service plans in 
full consultation with each educational institution 
to the end that adequate nursery, nursing and medi- 
cal, recreational, nutritional, and housing services be 
provided and other services as needed and (5) enlist- 
ing all interested agencies, clubs, churches, YMCA, 
YWCA, ARC and other organizations in the service 
plan. 
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Exceptional Children 


By ELISE H. MARTENS 


HAT ARE THE problems of ex- 

ceptional children which are of in- 

terest to the public health nurse? 
How much should she know about such 
children? What can she do to help in their 
adjustment? These questions are asked again 
and again by those engaged in public health 
nursing who are eager to serve all the chil- 
dren of the community needing special assist- 
ance. 


Who Are Exceptional Children? 


The first thing anyone needs to know about 
a problem is its definition and delimitation. 
Who are these children called “exceptional”? 
Many people think of the term as referring 
only to those who are at the highest level of 
intelligence. Others include among ‘“excep- 
tional children” only those of low intellectual 
ability. Neither of these interpretations is the 
one commonly used in educational circles. 
Briefly stated from an educational point of 
view, “exceptional children” include all those 
who, because of some outstanding physical, 
mental, or emotional deviation from what is 
supposed to be normal, need a radical adjust- 
ment in the educational provisions made for 
them. 

Thus the child who has only partial vision 
or who has no vision at all is exceptional be- 
cause he requires specialized technics of in- 
struction that eliminate eye strain, or, in the 
case of the blind, even the use of the eyes. 
Likewise, the deaf and the hard of hearing, 
the crippled, the child with organic impair- 
ment, the epileptic, the child with a cleft 
palate or other condition disturbing the speech 
mechanism are exceptional because the handi- 
cap demands special school equipment, special 
school programs, or special instructional 
methods. 


Miss Martens is Chief, Exceptional Children and 
Youth, in the U. S. Office of Education, Federal 
Security Agency. 
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For the mentally retarded there must be a 
modification of curriculum and teaching tech- 
nics in terms of limited learning ability; and 
for the gifted the need for curriculum enrich- 
ment is just as great. The emotionally dis- 
turbed and the child with a serious behavior 
problem require clinical study and treatment, 
both in school and out, in order to determine 
the causes of the difficulty and to eliminate 
these through adjustments in home, school, 
and community living conditions. 

All of these children are included in the 
group known as “exceptional.” They belong 
to three general classes: (1) those who are 
physically handicapped; (2) those who are 
mentally different—either mentally defective 
or intellectually brilliant; and (3) those who 
are emotionally or socially maladjusted. These 
require, as all children do, individualized 
study and educational services. In addition, 
because of the seriousness of their problems, 
they require something different in the school 
program, whether it be through a special class, 
an adjusted school day, instruction given at 
home or in a hospital, or some special arrange- 
ment made for them in the regular class. Just 
what adjustment is to be made depends upon 
the nature and extent of the exceptional con- 
dition. 


Who Contributes Services for Exceptional 
Children? 


Modern education stresses the importance 
of studying every aspect of child behavior. 
The school’s job is not to teach subject mat- 
ter, but to teach the child, and, in so doing, to 
take into consideration all factors affecting 
his health and his social and emotional growth. 

The school, however, is not prepared to 
diagnose physical or mental defects except 
as it employs or uses the services of medical 
and psychological specialists. Nor can it al- 
ways exert the influence to bring about 
needed changes in home conditions to make 
healthful living a reality. The school principal 
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or teacher is not a medical or health specialist, 
hor is he a specialist in social case work or 
psychology. His responsibility is rather to use 
the information placed at his disposal by 
experts in these other fields and thus to get 
a complete picture of the child who is to be 
taught. He can diagnose learning problems 
only when he has before him information con- 
cerning causal or contributing factors. 

In this sense, teaching children is a job 
to which many persons contribute if it is 
done effectively. The doctor diagnoses a phys- 
ical disability and may suggest certain limita- 
tions in a child’s school activities. The social 
worker may find conditions in the home which 
have obvious ill effects upon attitudes and 
habits in school. The child guidance special- 
ist may find serious emotional disturbances 
the causes of which need to be uncovered and 
if possible eliminated. And the school or pub- 
lic health nurse may interpret to parents and 
teachers alike certain physical conditions 
which call for attention. 

In addition to these, there is the physical 
therapist, the occupational therapist, the psy- 
chologist, the vocational rehabilitation agent, 
hospital nurses and attendants, all of whom 
may at one time or another have an important 
contribution to make to the exceptional child’s 
progress. The school principal and teacher are 
immediately responsible for putting an ap- 
proptiate program into action but good team- 
work and coordinated effort on the part of all 
those concerned with the problem are needed 
in determining just what that program shall 
be. 


What Should the Nurse Know about Excep- 
tional Children? 


Recognizing the existence of conditions 
which make children “exceptional” is only the 
beginning of knowledge. Every nurse working 
in connection with home or school should 
have some background of information as to 
the nature of specific handicaps, the symptoms 
that lead to their identification, the basic 
medical problems involved, and the adjust- 
ments needed to promote optimum physical 
condition. 

For example, when is a child “educationally 
blind”? When is he “partially seeing” and 
a candidate for a sight-saving class? What 
are the conditions causing seriously defective 
vision? What is the difference between a 


“deaf” child and a “hard-of-hearing” child? 
What types of crippling conditions demand 
specialized school equipment and an adjusted 
school regime? What is cerebral palsy and 
what type of treatment does it require? How 
should a child recovering from rheumatic 
fever be handled? What is the nature of epi- 
lepsy and what does it require in the way of 
educational adjustment? 

These questions are suggested—-and many 
more might be proposed—not because the 
nurse in attendance is expected to plan school 
programs for exceptional children. That is 
the responsibility of school authorities. But 
the nurse may often find herself in the role 
of consultant to school administrators. Par- 
ticularly is this true in small towns and rural 
communities in which no specialized educa- 
tional personnel is available to handle the 
problems of exceptional children. Many prin- 
cipals and teachers are unfamiliar with the 
symptoms of visual or auditory deficiency or 
with the physical arrangements that can be 
made in the classroom to help children with 
defects of this kind. If, in such cases, the nurse 
working with the school is able to identify 
them and to suggest to teachers some of the 
simple devices that can be used to minimize 
the learning difficulty, she will have made a 
real contribution to the educational program. 
Moreover, if she is able to point the school 
principal or teacher to community diagnostic 
or treatment facilities, she may be saving the 
sight or hearing of a child. The same principle, 
of course, applies to other types of handi- 
capped children. 

In considering any educational adjustments 
to be made for exceptional pupils, the nurse 
should know that modern educational phil- 
osophy emphasizes the desirability of main- 
taining the handicapped child’s social con- 
tacts with so-called normal children, wherever 
this is at all feasible for both. One child may 
be physically or medically exceptional and yet 
not require anything but a minor adjustment 
in the regular school program. Another child 
may have so serious a problem that he re- 
quires enrollment for special instruction for 
part of the day at least, maintaining his mem- 
bership in the regular class for the rest of the 
day. Still another may require an all-day pro- 
gram in a special class or school. The objective 
for all of them is an educational service that 
will capitalize abilities, minimize handicaps, 
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and segregate only insofar as segregation is 
educationally necessary. 

There is another type of information which 
the nurse working in a given state or com- 
munity should have. She should by all means 
know what is actually available in the way of 
special educational services for exceptional 
children. In some states little or nothing is 
being done except in the residential insti- 
tutions for the blind, the deaf, the mentally 
deficient, and the delinquent. In certain other 
states, literally millions of dollars are being 
spent yearly to meet the extra cost involved 
in the education of handicapped children in 
the public day schools. Between these two 
extremes there are all stages of development 
and financial support on the part of the state. 

In 25 states and the District of Columbia 
full-time state directors or supervisors of 
special education are authorized by law or 
administrative appointment, and in some 
cases the staff at work on a statewide basis 
in the state education department numbers 
several full-time persons. In six additional 
states, someone on the state educational staff 
has been designated to carry such responsibil- 
ities on a part-time basis. State supervisory 
service in this field has grown dramatically 
over the past 10 years, and every nurse work- 
ing on school or community problems should 
know what the situation is in her own state. 

Similarly, she should know what education- 
al facilities for handicapped children exist in 
the community in which she is working. Are 
there sight-saving classes—or even one sight- 
saving class for children with partial vision? 
Is home instruction provided for children un- 
able to go to school because of a physical 
disability? Is speech correction carried on in 
the schools? Is there instruction in lip-reading 
for the hard of hearing? What special adjust- 
ments are made for crippled children? for 
the slow-learning? for clinical adjustment of 
behavior problems? A knowledge of what the 
community schools offer will make the nurse 
much more helpful in dealing with parents 
and others with whom she works. 


What Can the Nurse Do to Help Exceptional 
Children? 


To state and local educational leadership 
is delegated the responsibility for setting up 
school standards and programs to serve the 
needs of all children, regardless of mental, 
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physical, or emotional problem. Some school 
systems employ their own school nurses to as- 
sist in analyzing children’s physical difficulties. 
In other school systems, nurses are assigned 
by the health department to serve school chil- 
dren’s needs. In still others, the public health 
nurse functions also as a school nurse and thus 
she works with both school and community. 
Regardless of which of these administrative 
arrangements holds, there are ways in which 
the nurse can be of inestimable value to par- 
ents and teachers in meeting the problems of 
exceptional children if she has the requisite 
background of information. 

A public health nurse visited a home and 
found there a young child apparently suffering 
from cerebral palsy who had never been per- 
mitted to leave the house. Father and mother 
believed that they were forever stigmatized. 
They knew nothing of the nature of cerebral 
palsy, nothing of the possibilities of treatment 
or education, nothing of the facilities offered 
in their own city for help and guidance. It 
was only with the greatest difficulty that the 
nurse convinced them that the child was not 
necessarily feeble-minded, that his condition 
was due to a brain injury, and that there was 
no reason whatever to be ashamed of him. 
The mother was finally persuaded to take 
the child to a children’s hospital for study. 
The diagnosis of cerebral palsy was confirmed, 
the child was admitted to a nursery school 
for cerebral palsied children conducted under 
public school auspices, and the mother became 
an ardent teacher’s helper in caring for the 
physical needs not only of her own child but 
of other little ones similarly afflicted. 

Jo was a crippled boy of 11 years. His was 
a rather conspicuous deformity, but he was 
able to attend school. He was under clinical 
supervision, and surgical treatment was con- 
templated. The public health nurse working 
on the case learned that certain problems of 
behavior were developing both at home and 
at school. Jo was lying and stealing and was 
becoming defiant in his attitude toward 
authority. Suspecting that unsatisfactory 


home conditions, as well as a possible infer- 
iority complex, contributed to his behavior, 
the nurse investigated. With the cooperation 
of a medical social worker, child guidance 
treatment was instituted. The boy’s physical 
handicap was considered to be at least partial- 
ly responsible for his feeling of insecurity and 
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defiance, and everything possible was done to 
encourage self-confidence on his part and full 
acceptance of him as a member of home, 
school, and community groups. His attitude 
changed, behavior problems disappeared, and 
success in adjustment became assured. 

These two incidents are sufficient to illus- 
trate some of the ways in which nurses can 
be of help to exceptional children. They can 
be duplicated over and over again in every 
part of the country. The chief difficulty is 
that there are not enough nurses—either 
school nurses or public health nurses—to cover 
the ground. Yet the fact remains that those 
who.are available have definite responsibilities. 

First, the nurse can help to find the child 
who needs special attention at school. Too 
many exceptional children—even those with 
serious handicaps—are still undiscovered. 
Parents are loath to report them, sometimes 
even hiding them away from public gaze. 
Others have physical defects which go un- 
detected until the time for treatment and pre- 
vention of more serious difficulties has passed. 
The nurse who visits the home in the spirit 
of helpfulness to all the family may find the 
cerebral palsied or the mentally deficient child 
who has long been kept out of sight. The 
nurse who goes about the community and who 
knows the symptoms of incipient disabilities 
can call them to the attention of the proper 
agencies. The exceptional child must be 
identified before he can be helped. No ade- 
quate enumeration has ever been made, though 
the most conservative estimates indicate that 
from ten to 12 percent of our school population 
may be classified as educationally exceptional. 

Second, the nurse can help to secure an 
adequate diagnosis. She should know where 
clinical facilities are available and should be 
able to lead parents to them if there is no 
family medical attendant. Hers may be the 
privilege of being the liaison person between 
home and clinic, of helping the parents to 
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understand the medical diagnosis and to fol- 
low medical direction. The infant born with 
a cleft palate or a club foot, the crippled child 
with a bone disease, the rheumatic fever pa- 
tient, the child with a serious visual handicap, 
the one who does not hear well—there are 
physical problems connected with all of these 
that must be analyzed and resolved. Who 
should be better qualified to work on them 
with parents than the nurse who goes into the 
home as a health specialist? 

Third, the nurse can point parents to the 
special educational facilities that are available 
locally, and, if need be, she can make the 
contact between school and home, so that 
the exceptional child will have access to them. 
All too often parents do not know of the 
special opportunities open to their children. 
Too often, too, they have only distorted in- 
formation, which makes them reluctant or 
afraid to use the facilities that exist. They 
need some one in whom they have sufficient 
confidence to explain the purpose of a special 
class for slow-learning children, or a sight- 
saving group. or any one of the many types 
of facilities the schools offer. The nurse who 
visits the home may frequently be that person. 

Fourth, the nurse may have occasion to 
interpret to the school the physical needs of 
the child, the attitude of his parents, and the 
vroblems arising out of his physical condition. 
She thus becomes a member of a working team 
directing its efforts to an understanding of 
the whole child and an adjustment of the 
school program to meet his needs. Every 
exceptional child has a right to an educational 
opportunity that is suited to his peculiar 
reauirements. Everv school—and every official 
working in and with the school—has the obli- 
gation to find out what those requirements 
are and to help make provisions for satisfving 
them. The school or public health nurse can- 
not escape her responsibility for contributing 
to this ultimate goal. 
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A Study of Nutrition in Pregnancy 


By AGNES M. ERKEL 


HE Family Nursing Service of St. Paul 

has sponsored classes in prenatal care 

since 1945. Any expectant mother in the 
community is eligible for membership and 
there is no fee. Occasionally practicing phy- 
sicians send their patients to the classes, but 
on the whole, membership has been recruited 
through newspaper publicity and_ personal 
contacts by previous class members. Class 
instruction is planned to supplement the phy- 
sician’s instructions. Classes are held weekly 
over a 10-week period. Expectant mothers may 
join any time during the series of discussions 
but are encouraged to come early enough to 
enable them to complete the course before 
their confinement. 

Some interesting observations were made 
from a study of data obtained on the first 
150 members enrolled from October 1945 
through November 1946. These data relate 
to age, educational background, work exper- 
ience, stage in pregnancy when enrolling in 
the class, and dietary practices. It must be 
recognized, of course, that class membership 
was highly selected since only individuals 
with initiative and realization of need ordin- 
arily respond to newspaper publicity. All mem- 
bers were under the care of private practicing 
physicians and all but two were primiparas. 


CHARACTERISTICS OF CLASS MEMBERS 

From their appearance, one might easily 
have been deceived as to the median age of 
members. It was found that the ages ranged 
from 18 to 41 years with the median and the 
mode at 25 years, with 84 of the 150 members 
in the age group from 22 to 26 years inclusive. 

The educational level was high. All had 
finished the eighth grade; 58 were high school 
graduates; 19 had additional training in busi- 
ness colleges; 30 had attended teachers’ col- 
leges or universities; 8 were college graduates 
and 2 held master’s degrees. 


Mrs. Erkel is nutrition consultant in the Family 
Nursing Service of St. Paul, Minnesota. 
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The majority of membership, 105, had been 
employed in business as clerks or secretaries; 
16 had done some kind of mechanical work 
such as operating machines in factories; 16 
had been employed as teachers or in some 
other professional capacity; 2 had been house. 
maids; the remaining 11 members had not 
been employed. 

As to stage in pregnancy when the members 
enrolled in class, it was found that 18, or 12 
percent, enrolled in the first trimester; 85, 
or 57 percent, in the second; and 44 or 29 
percent, in the last. Three members did not 
submit the information regarding expectant 
date of delivery. 


DIETARY PRACTICES 

The dietary study was limited to diet 
records of 125 members. This was done be- 
cause 25 of the records were not sufficiently 
detailed as to size of servings of foodstuffs 
to allow for accurate calculation of food 
values. 

The procedure followed in obtaining diet 
information was as follows: As a part of the 
program for the first day of class, the nutrition 
consultant provided blanks for recording the 
dietary intake for three successive days fol- 
lowing Monday. That is, the record could 
include meals on Tuesday, Wednesday, and 
Thursday; or Wednesday, Thursday, and Fri- 
day. The week-ends were purposely avoided 
for it was felt that Sunday meals are not 
typical of the weeks’ menus., Members were 
instructed how to keep detailed records as to 
quantity and kinds of foods eaten at meals 
and between meals, but no suggestion was 
made regarding what to eat. All measurements 
were in terms of spoonfuls and level cupfuls 
or portions of cupfuls. Servings of meat were 
described as to kind and amount. The ingred- 
ients of a baked dish were given and the size 
of the portion eaten recorded. Members were 
told that the record would be analyzed and 
the results discussed with each individual and 
that in order that the information might: be 


NUTRITION IN PREGNANCY 


INTAKE OF FOOD ESSENTIALS IN 125 PRENATAL DIETS, BY TRIMESTER OF PREGNANCY 


Diets in each trimester 
First Second Third 


Intake of food essentials 


Total diets = 
Number Percent Number Percent Number Percent Number Percent 


Protein in grams 


SS OF 27 22 
48 38 
Iron in milligrams 
15 12 
Ascorbic acid ia 
milligrams 
| 50 40 
20 16 
15 12 
Calcium in grams 
63 50 
Caloric content 
2500 or 17 14 
2459 te 15 12 
| 32 26 
1999 to 1O00.............:... 25 20 


5 33 16 21 6 17 
7 47 24 32 17 49 
2 13 30 40 7 20 
1 7 5 6 5 14 
2 13 7 9 6 17 
8 53 17 23 6 17 
2 13 24 32 11 31 
3 20 27 36 12 34 
6 40 31 41 13 37 
4 27 25 33 11 31 
3 20 9 12 8 23 
2 13 10 13 3 9 
4 27 6 8 5 14 
3 20 13 17 7 20 
3 20 13 17 8 23 
5 33 43 57 15 43 
3 20 10 13 4 11 
3 20 7 9 5 14 
5 33 18 24 9 26 
3 20 20 27 2 6 
1 15 43 


7 20 27 


of real value to them, the records must be as 
accurate as possible without exact weighing 
and measuring. The records submitted were 
surprisingly well kept and indicated much 
conscientious effort on the part of the partici- 
pant. 

The dietary allowances as recommended and 
revised in 1945 by the Food and Nutrition 
Board of the National Research Council were 
used as the standard. The short method for 
dietary analysis as developed by Donelson and 
Leichsenring! was used in calculating the diets. 
These tables were supplemented by the Nutri- 
tion Yardstick prepared by the National Live 
Stock and Meat Board*. Each day’s diet 
record was analyzed for protein, iron, ascorbic 


1Donelson, E. G. A short method for dietary anal- 
ysis. Journal of the American Dietetic Association. 
July 1942, vol. 18, p. 429-34. 

2Nutrition Yardstick. A graphic calculator for 
measuring the food value and adequacy of daily diets, 
revised 1946. Published by the National Live Stock 
and Meat Board, 407 So. Dearborn, Chicago, Illinois. 


acid, calcium, and caloric content. The average 
figure for the 3 days was then used so that 
each member was credited with a food intake 
based upon a 3-day average. 

Since the diet in the second and third tri- 
mester of pregnancy is of more concern than 
that in the early weeks, the 125 cases were 
classified as to stage in pregnancy when the 
record was kept. The results were as follows: 
15 members were in the first trimester; 75 
in the second; and 35 in the third trimester. 
The intake for each food essential studied is 
reported in the tabulation which accompanies 
the text. 


SUMMARY 

In analyzing the diets of 125 members, 
an average of three days’ diets was used in 
calculating the protein, iron, ascorbic acid, 
calcium, and caloric content. Twenty-two per- 
cent of the group met the National Research 


(Continued on page 567) 
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VNA Internship Program 


By DOROTHY WILSON, R.N. 


National Organization for Public Health 

Nursing we read, “‘there should be experi- 
mentation with various patterns of field ex- 
perience.” 

The preparation of graduate nurses for the 
field of public health nursing has been re- 
ported on frequently in this magazine but 
in this paper we would like to discuss an 
experiment which we feel is significant as a 
phase of education and one which differs 
somewhat from other known plans. 

In November 1946, representatives of the 
Nursing Education Divisions of Teachets Col- 
lege, Columbia University, New York Uni- 
versity, and St. John’s University in Brook- 
lyn met with personnel from the Visiting 
Nurse Association of Brooklyn, Visiting Nurse 
Service of New York, and the New York 
City Department of Health.* The purpose 
of this meeting was to develop a workable 
plan to assist the beginning public health 
nurse to gain a broad experience in public 
health nursing and, secondly, to provide place- 
ment for more university students in agency 
programs. An internship plan was thus out- 
lined and as interpreted in this program is 
“a combined student and work experience 
through which the intern furthers her growth 
as a public health nurse.” 


|’ a 1946 report to agency members by the 


PROPOSED PLAN 


It was recommended that interns would be 
referred to the agencies by the universities 
for a one-year program which would include 
the equivalent of 2 months’ field work plus 
a 10-months work experience. The selection 
of interns would be based on: 

1. Those registered in public health nursing 


Miss Wilson is an instructor in the Division of 
Nursing, Teachers College, Columbia University; 
Miss Mole, director of the joint education program 
of the Visiting Nurse Association of Brooklyn, Visit- 
ing Nurse Service of New York, and the Visiting 
Nurse Association of Staten Island. 


AND ELEANOR W. MOLE, R.N. 


programs of the three universities who (a) 
had at least one semester of university work 
including basic sciences, social service and 
related courses or (b) were candidates for a 
master’s degree whose bachelor’s program in- 
cluded satisfactory basic courses 

2. A medical examination satisfactory to 
the university and agency 

3. Conference between university and agen- 
cy as to qualifications of candidate for this 
type of experience 

In February 1947, 10 students were as- 
signed to the Visiting Nurse Service of New 
York and Visiting Nurse Association of 
Brooklyn. Although this is a small number 
on which to base conclusions, we believe the 
plan has sound educational value. 

The internship plan provides students with 
an unusual opportunity to attain mastery of 
public health nursing practices. The experi- 
ence is spread throughout the year thus al- 
lowing for a better sequence of opportunities. 
Part-time field work during the first semes- 
ter permits university and field work to be 
carried concurrently and the regular field 
work credit for this. type of program is 
granted. The intern has the privilege of 
graded experience with adequate supervision 
throughout the year and is thus able to im- 
prove her skill in each type of activity. 

The intern is given the privileges accorded 
to the staff and, as a member of the staff, 
participates more completely than regular 
field students in various phases of the agency 
program. 

The plan also provides the intern with a 
year’s work experience which should be most 
valuable in seeking future employment. Al- 
though it is recognized that it takes an ad- 
ditional semester to secure their degrees, the 
interns do have a year’s work experience to 
their credit. A salary throughout the year 
answers some of the needs so often expressed 
by students. 


*The Department of Health was unable to par- 
ticipate in the program at this particular time. 
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VNA INTERNSHIP PROGRAM 


As the plan is based on the period of one 
year, the intern is then free to carry out her 
future plans. Some will want to return to 
the university for further study and others 
will seek regular staff positions. 


GUIDANCE AND SCOPE OF EXPERIENCE 


Administrative responsibility for the intern 
is shared by the personnel and educational 
directors. As with other students, the uni- 
versity allocates major responsibility for the 
educational program to the association’s staff 
under the guidance of the educational di- 
rector. 

Group conferences are planned for jointly 
and held in either the central office of the 
Visiting Nurse Association of Brooklyn or 
Visiting Nurse Service of New York. Smaller 
group conferences are arranged in district of- 
fices where application of policies and prin- 
ciples in specific situations are discussed. 

The supervisor of the office to which the 
intern is assigned is responsible for the gen- 
eral oversight of her program and for par- 
ticipating in and guiding the intern’s experi- 
ence. Gradually she is given responsibility 
for nursing service to a limited number of 
families selected to assure a sound program 
for the student. The intern is then assigned 
to a district in which she eventually takes 
major responsibility. As she achieves greater 
mastery of the field nurse’s work, the fol- 
lowing assignments are made depending on 
her progress and _ interest: 


1. Participation in regular staff education pro- 
gram 

2. Some responsibility in guidance of undergrad- 
uate students 

3. Work with nutrition and orthopedic consultants 

4. Observation of mothers’ classes and assistance 
to leader in conferences, demonstrations, and prep- 
aration of educational materials 

5. Observation and participation in service to day 
care centers 

6. Observation of the nurse in industry 

7. Observation of the work of volunteers 

8. Responsibility for direct contacts with health 
and social workers in the community 


The intern registers with the university in 
accordance with the following agreement: 

In the first semester she takes field work 
and two university courses, preferably in- 
cluding a course in public health nursing 
principles. The intern works a 44-day week 


during this period thus allowing time for uni- 
versity classes and preparation. 

During the second semester, the intern 
may carry one or two university courses 
taken during off-duty hours and in keeping 
with the usual agency policy for full-time 
staff. 

TUITION, SALARY, AND INSURANCE 

The university pays the agency the usual 
fee for a 2-month field experience given to 
regular field students. 

The intern is paid a salary of $2040 for 
her 10-month work experience but this amount 
is divided by 12 to assure a monthly check 
throughout the year. The intern is also re- 
quired to take out accident and health in- 
surance. 

How does the intern feel about this plan 
of education? Jane Keeler, a graduate of 
the St. Luke’s Hospital School of Nursing 
in New York, makes the following statement: 


In evaluating my experience as an intern during 
these past 8 months, I feel that I will be better 
prepared to plan for my future in public health 
nursing than I would have been had my student 
experience been limited to a 2- to 4-month period. 

The increased allotment of times gives one greater 
skill in case handling and problem solving and 
also presents other distinct advantages. The knowl- 
edge that I would be spending a full year with 
the organization made me feel a part of the staff 
and increased my interest in learning quickly and 
to the best of my ability so that I would be able 
to assume the duties and responsibilities of a staff 
worker. The longer period of time, with oppor- 
tunity for repetition of varied experiences, in- 
creased my self-confidence and independence in field 
and office duties. Through repeated contacts with 
family groups I was able to observe the effects 
of my teaching and thus evaluate my progress 
and plan for constructive adjustment. My under- 
standing of the philosophy and principles of public 
health nursing were deepened through participation 
in the application of these concepts to individual 
and family situations. I feel too, that I have gained 
greater insight into the role of the public health 
nursing organization in society and the interaction 
of such an organization with other agencies for 
service to the community. 


We realize that this internship plan is in 
a developmental stage. We believe that with 
joint university and agency planning for her 
educational preparation, the intern will re- 
ceive experience which will help her to be a 
valuable practitioner in the field of public 
health nursing. 


It takes six weeks to effect a change in a subscriber’s address. Notify NOPHN headquarters 
of new address as soon as possible to avoid any loss of your PUBLIC Heatti NursING issues, 
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A City Attacks Its Health Problems 


By NAOMI MALKIN HALL 


HIS is a story of a people and their 
health plus a little bit more. It is a 


story of how a little faith in people 
brought a community of all colors and creeds 
into active participation in a health pro- 
gram. 

Nothing is more rewarding to the public 
health worker than to experience a full and 
adult response to his work from the people he 
is trained to serve. It is indeed a rare oc- 
currence, at least to the degree of its expres- 
sion in this, the story of Richmond, California. 

Richmond grew until the war, and then 
it exploded. It was the center of the fabulous 
shipyard destined to produce one fifth of all 
the ships made by American hands in the 
critical days of the war. From a population 
of 23,000 persons it swelled, overnight, to a 
city of 110,000. It was crowded, hectic, war- 
conscious. Four out of five persons were 
strangers to the city, hooking their lives into 
new soil. Population was diverse with large 
numbers of midwesterners called “Odakies” 
who seemed as if they were from another 
world, to the native California resident. The 
Negro population grew like a fever. From 
250 individuals it ballooned to a massive 17,- 
000. Our small community was stunned and 
strained with change. But it buckled into its 
war tasks and awaited the day when the war 
would end, this vast wave of newcomers would 
wash back to their own homes and verandas, 
and Richmond would again grow slowly, 
peacefully and pleasantly. 

No one really knows when Richmond began 
to realize that there was no road back. Her 
schools, libraries, stores, and public convey- 
ances were crowded beyond endurance. 
Policemen and firemen were strained to 
capacity. Though most of the new popula- 
tion lived in temporary war shelters, they 
liked Richmond, and decided to stay. 


Mrs. Hall who holds a master’s degree in public 
health is health educator in the Richmond Health 
Department, Richmond, California. 


Early in 1946, the staff of the Richmond 
Health Department was expanded to include a 
health educator, the first one in its two and a 
half years of history as a full-time depart- 
ment. The background picture of the city 
offered a great challenge to the health educa- 
tor who saw this not only as a city with 
health problems but with social problems that 
would make working with people that much 
more difficult and interesting. 

All of us in the Health Department felt 
our share of the strain. The most obvious 
question on our minds, was “What really was 
the extent of our problems?” We had an idea 
of what they were. Getting the specifics in 
this case, however, necessitated a survey. Out 
of the viewpoint that health problems are not 
the Health Department’s alone, but belong 
to all the people, we decided as our first ob- 
jective to stimulate the people to make a 
health survey of their own problems in co- 
operation with us. 

The health educator’s burrowing began 
here. With the objective of starting a citi- 
zens’ health committee that would first find 
its problems and then solve them, 50 organi- 
zations were visited. Council of churches, 
Protestant, Catholic and Jewish groups, CIO 
and AFL councils, Negro organizations, serv- 
ice clubs, veterans groups, Elks, Masons, 
PTA, School and Recreations Departments— 
all of these heard the tale of why a survey 
was needed in this time of crisis, and why it 
was a people’s and not an official agency’s job. 
Of course the approach to each group was 
one of open admission of the Health Depart- 
ment’s need for their aid. It was, however, 
the interest and concern of these people that 
amazed us. They felt the crisis as much as 
we did. What they wanted was guidance. 
This was a natural meeting. 


HE American Public Health Association 
Evaluation Schedule was selected as our 
survey guide. Conveniently divided into sec- 
tions, a plan was effected whereby “sources 
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of information” were visited by different 
committee members. One went to the Tuber- 
culosis Association, one to the State Health 
Department, one to the Heart Association, 
and so on. Some were sent to the Richmond 
Health Department. Even though we knew 
that it would be simpler to work the informa- 
tion out by ourselves, we believed that the 
members would learn much about the local 
Health Department by this visit. 

A deadline often helps to get work done. It 
certainly did here. We had five weeks to fer- 
ret out, assemble, and analyze the data. The 
survey went along rapidly. The midnight oils 
burned for a while, but the light they made 
showed the way for a long time afterwards. 

They showed the way not only to our 
health problems, but to a way of bettering 
the health of the community through inter- 
ested citizen action. And even more than 
this, our efforts showed a way to reach a vast 
potential of health-conscious people through 
the many organizations represented on the 
Health Committee. The Health Department 
was growing an arm—a vital arm. 

“I’m going to a Health Committee Meet- 
ing” was commonly heard during this hectic 
period. A spirit of camaraderie began to de- 
velop among the members, and meetings were 
fun. Our town caller, the vociferous news 
vendor in the center of town, blasted the news 
of the survey as loudly as he could, because 
his friend was on the Health Committee. The 
survey began to take on its own personal 
Richmond tones. 

The survey was finished and placed in the 
hands of the American Public Health Asso- 
ciation on the deadline date. Then came the 
big meeting to discuss findings. Every soli- 
tary member showed up. We sat around 
checkered tablecloths, had dinner, and talked 
about the survey results. The natural and 
spontaneous interest was wonderful to see. 
Survey discussion seemed to lead to the in- 
evitable question, “What is our most impor- 
tant problem now?” In view of a recent 
diphtheria epidemic, an immunization pro- 
gram was chosen. And then the next logical 
question came, “How shall we get our pro- 
gram started?” From this came the recom- 
mendation that we appoint a steering com- 
mittee and chairman. The machinery of com- 
munity support for Health Department ac- 
tivities began to work. 


OMMUNITY support has an endless reach. 

Word of mouth, volunteer programs, 
imagination and ideas which somehow cannot 
be part of a routine health department pro- 
gram, are only some of the ways of reaching 
out. To see the change in community re- 
sponse from one of lethargy to one of vitality 
is a fascinating experience. 

Within three weeks, the Steering Commit- 
tee was deep in setting up plans for a city-wide 
diphtheria immunization campaign. Sub- 
committees were organized; one for rounding 
up a volunteer corps of 50 women to assist 
at the clinics; one to distribute posters and 
pamphlets; one for financial arrangements; 
and others, in whom responsibility was vested 
in single individuals. Full of imagination and 
spectacular ideas, our chairman arranged for 
flashy publicity. Five thousand leaflets on 
immunization were dropped from an airplane; 
50 of them were stamped with the Health De- 
partment stamp, which, if found, would en- 
title the finder to a free movie ticket in town. 
During the ensuing week, several little tots’ 
hands were seen waving leaflets over the 
Health Department counter. Still another of 
the chairman’s ideas could not be effected, but 
it is attractive enough to warrant mention 
here. A donkey named “Boswell” was chosen 
to walk the Richmond streets with a colorfully 
draped publicity blanket reading “Don’t be 
an ass, be immunized.” However, Boswell felt 
his dignity would be lowered and went on a 
rather protracted, self-determined vacation. 
He conveniently reappeared three days after 
the campaign. 

Publicity channels, otherwise, were usual. 
Newspapers, union papers, house organs, 
radio spot broadcasts, pamphlet distribution 
not only through organizations but also door 
to door in our housing area, talks to groups— 
the Committee spared nothing in time and 
expense. Finance was not a problem. The 
Elks, one of the Health Committee member 
organizations wanted to make the first con- 
tribution. They voted to give $375, which 
was enough not only for our diphtheria, but 
for several future programs. 

The evaluation of the campaign in terms 
of increased response of mothers was made 
in one area of town only, an all Negro area. 
Here the health educator planned and effected 
an intensive program, through the local Negro 
Health Council. Yn the preceding year the 


563 


AG 

= 

L 

“ 

a 

n 

l- 

l- 

S, 

7 

it 

b. 

Tr, 

at 

as 

2. 

on 

ur 

eS 

|_| 


PUBLIC HEALTH NURSING 


response to the immunization program was 
small. A survey showed that during our 
1946 program, more than 75 percent of the 
children under 5 years heeded the call, at least 
for the first of the three doses. We feel that 
the work of the Health Council, the public 
health nurse in the area, and the health edu- 
cator were all responsible for the change. 


E moved from immunization to x-rays. 
“Make Richmond the first American 
city to be tuberculosis free” became our slo- 
gan. And so with this wholeheartedly in 
mind, we set out to spread the gospel. No 
single club, organization, store, industry, or 
church in town missed our invitations. And 
they were all personal invitations sent directly 
to the manager, suggesting that he set a spe- 
cial date for his employees or personnel to 
have x-rays. Many groups responded to this 
kind of approach with a call to the Health 
Department for an appointment. One group 
heard about another. They began to roll in. 
Across the busiest street in town we strung 

our banner which read: 

Have A Free Chest X-Ray 
Lincoln School 

Richmond Citizens’ Health Committee. 
Six radio stations gave us spot broadcasts for 
six continuous weeks. Groups were having 
talks all during the survey period. 

Talks and radio and banners did make a 
difference. However, word of mouth was the 
great town bell. Everybody talked about 
getting an x-ray. People x-rayed sent friends 
and family. 

Our biggest problem was with volunteers. 
Here again the Health Committee valiantly 
found enough of them to man the x-ray cen- 
ter six days a week, for three months. 

Richmond is a strange city. Its people 
have a short history of lack of response to 
health, welfare, and general civic activities. 
Perhaps this is because many of them are 
not accustomed to them, in the places they 
come from. For this reason we had an un- 
usual interest in what the response would be. 
It was surprisingly good. In the three months 
we did 12,000 x-rays. It didn’t surprise us 
at all to find that again in the special Negro 
area, where more intensive work had been 


done, the best response in the city emerged, 
with over 75 percent of the adults over 15 
being x-rayed. 


One year of Health Committee work is 
over. Immunizations and x-rays are now 
only a part of the Committee’s program, with 
new plans ahead. Conscious of the need for 
knowledge and growth, the Committee is em- 
barked on a series of sessions to include 
venereal diseases, cancer, and mental hygiene. 
These meetings will be confined to members 
and one invited guest. However, the pro- 
gram will also be offered to any organization 
in town that wants to bring it to its mem- 
bers. This is one way in which we hope to 
bring the latest facts about health and dis- 
ease to our Committee and public. 

Thus, with the aid of a Citizens’ Health 
Committee, the Health Department staff car- 
ried out two programs. ‘There wasn’t any 
doubt in our minds that the community was 
behind these programs, and that the Commit- 
tee was largely responsible for it. We have 
asked ourselves only recently, ‘““How impor- 
tant is this Committee? What does it mean 
to the Health Department? What signifi- 
cance is there in terms of human growth and 
understanding?” 

The first thing we see is that it was pos- 
sible to create a citizens’ health group deeply 
interested in bettering the health of its com- 
munity. The group is heterogeneous, but, 
having common goals and objectives. it works 
well together. This has certainly been proved 
thousands of times, but every time it hap- 
pens, it serves to show us one of the basic 
requisites for spiritual growth and under- 
standing. 

The second thing we see is that a health 
department staff, with a health educator and a 
citizens’ committee make an excellent team 
when they work together. In the case of 
Richmond, there was real teamwork. 

Finally we see that the Health Department 
has a band of cohorts. ' The people are think- 
ing of us as friends. The health commis- 
sioner, public health nurses, sanitarians are 
people they can call upon for advice and con- 
sultation. The feeling that we are a quaran- 
tine and control agency is not as prevalent. 
We recognize attitudes that let us know our 
jobs are understood. Support for health pro- 
grams is spontaneous. This response is grati- 
fying to a tax-supported agency. These, we 
believe, are some of the significant elements 
in the evolution and present status of our 
Citizens’ Health Committee. 
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During the meetings of the International Council of Nurses in Atlantic City in May 1947, nursing 


representatives from foreign countries that either have, or were considering, national health insurance 
plans were guests of the Joint Committee of the ANA and NOPHN on Nursing in Prepayment Health 
Plans at a dinner meeting. The countries represented were Australia, Austria, Belgium, Brazil, Canada, 
Chile, China, Colombia, S. A., Cuba, Czechoslovakia, Denmark, Eire, Finland, France, Great Britain, 
Greece, Hungary, India, Italy, Netherlands, New Zealand, Norway, Palestine, Philippines, Roumania, 


South Africa, Sweden, Switzerland, United States. 


There was considerable discussion of Great Britain’s National Health Service plan which Miss 
Elizabeth Cockayne, director of nurses of the Royal Free Hospital of London, kindly consented to sum- 
marize so that the information might be shared with other nurses. 


Health Insurance in Great Britain. 


By ELIZABETH COCKAYNE 


N Juty 5, 1948 in Great Britain the Na- 

tional Health Service Act and the Na- 
tional Insurance Act will come into opera- 
tion simultaneously. The new legislation 
was developed on the basis of many years of 
experimentation with various plans. The 
comments which follow concern the steps 
leading to their final enactment and the part 
which the nursing profession has played in 
national health planning. 

The first National Health Insurance Act 
took effect in 1912, and was applicable to all 
employees within a certain income limit. 
EacH employed person had a card which was 
stamped weekly by the employer, the latter 
contributing a littke more than half the 
amount and the remainder being deducted 
from the employee’s weekly or monthly wage. 
This entitled the worker to the free services 
of a doctor, free medicine, and an Old Age 
Pension of 10 shillings ($2) weekly at the 
age of 70 years; also during a period of ill- 
ness when unable to work, a minimum of 12 
shillings and 6 pence ($2.50) a week for a 
limited number of months, according to the 
number of contributions paid. 

The management was undertaken by the 
various insurance companies (Pearl, Pruden- 
tial, Brittanic, et cetera) who issued the 
Stamp Card and Medical Card. This en- 
abled the insured person to choose his com- 
pany. And he was also able to choose his 
Panel Doctor. The doctors were paid a per 
capita fee for all insured persons on their 
panel. 
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As the cost of living rose the value of the 
weekly stamp also rose but over the vears the 
various insurance companies were able to 
amass contributions which enabled them to 
give special benefits to their contributors. 
For example, some companies increased their 
weekly sickness insurance above the national 
minimum and others gave extra benefits such 
as the cost of dentures, spectacles, surgical 
belts or splints, and convalescent home treat- 
ment. 

This was a first step but it only applied 
to the employee and did not affect the wives 
and children or pay anything extra for hos- 
pitalization. But in those days the volun- 
tary hospitals were able to give free treat- 
ment to large numbers of people. 

After World War I it became increasingly 
evident that our voluntary hospitals could 
not be maintained without some payment 
from the patients and it became the rule to 
assess payments according to the patient’s 
ability to pay. 

In large industrial cities the “Penny in the 
Pound Scheme” was put into effect whereby 
the employer and the employee contributed 
to a special fund which at first was at the 
rate of 1 pence for each 1 pound earned and 
is now 3 pence for each 1 pound earned. This 
ensured so many weeks of hospital treatment 
free, the Central Fund agreeing to pay the 
hospital direct. 

This was considered a very successful 
thrift scheme but was not applicable to all 
parts of England. In London a separate 
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scheme, the Hospital Savings Association, 
was started. Employees contributed for 
themselves and their families and in case of 
hospital treatment the fund paid the hospital 
direct, with the patient merely presenting a 
voucher. 

An employee from each firm became a col- 
lector and the Hospital Savings Association 
kept in close touch with their collectors, giv- 
ing them information as to developments, an 
annual treat of some kind, and generally 
maintaining their interest. This scheme was 
started for London but has spread to many 
other counties. 

A similar scheme for persons of more liber- 
al means was started at the instigation of 
King Edward’s Hospital Fund for London, 
whereby a householder makes a monthly, 
quarterly, or annual payment which ensures 
him so many weeks of payment for private 
patient treatment in a hospital or nursing 
home, plus a given fee for doctor, anesthetist, 
use of theater, drugs, x-ray, and convalescent 
home. 

The foregoing makes only brief mention 
of the many voluntary schemes. Individual 
insurance companies have, in addition, de- 
veloped many thrift schemes for hospital and 
health service in addition to the National 
Health Insurance Scheme. 

The National Health Insurance Scheme 
over the years has increased its subscription 
and benefits according to the increased cost 
of living and to the needs as they arose. Such 
an example was the maternity grant which 
gave a sum of money on confinement to help 
with extra expense and a weekly sum for four 
weeks following confinement. It was hoped 
that this would be some small help in the 
establishment of breast feeding by encourag- 
ing the mothers not to return to work too 
soon. 

At the present time a man pays his weekly 
contributions to the National Health Insur- 
ance Scheme and to the Unemployment 
Scheme, together with his voluntary insur- 
ance contributions which provide in the case 
of his death for help for his wife and family, 
for funeral expenses, and for various other 
difficulties to which man may fall heir. 

The new British Nationalization Scheme 
will increase the weekly contribution under 
one stamp and eventually will cover Unem- 
ployment, Health and Maternity Benefit, 


Vol. 39 


Family Allowances, Increased Old Age Pen- 
sions, Widows’ Pensions, Disability Pensions, 
as well as other benefits. 

The first step towards this commenced last 
September when the Old Age Pension was 
increased to 26 shillings per week ($5.20) for 
women at 60 and men at 65 if they have been 
contributors. Children’s allowances were put 
into operation for the first time. Gradually 
over a few years the whole scheme will be- 
come effective. 

Services under the National Health Service 
Act of 1946 fall under three main headings: 
hospital and specialist service, general prac- 
titioner service, and local health service. 
They will all be inter-related in order to pro- 
vide a unified free service for people of all 
ages and incomes. These services will be re- 
sponsible for certain activities as follows: 

1. The Hospital and Specialist Service 

As of July 5, 1948 most of the hospitals 
and institutions will be owned by the Gov- 
ernment. The Government will take over the 
liabilities and assets but generous consider- 
ation will be given to special endowment 
funds. 

A Central Health Services Council is to be 
set up which will include 2 nurses, 1 public 
health and 1 hospital representative, and 1 
midwife. The remainder of the Council will 
be made up of medical men and lay persons. 
Their duty will be to advise the Minister of 
Health on all health problems. 

The country is to be divided into regions 
each having a regional haspital board to plan, 
develop, and guide the service in the area. 
This board will have nurses and midwives 
among its members. 

There will be local management commit- 
tees which will conduct the day-to-day busi- 
ness of hospitals. 

There will also be a nursing advisory com- 
mittee which will be in close contact with the 
regional boards and the Central Health Serv- 
ices Council but it also has the right of direct 
approach to the Minister. 

2. Local Health Authority Service which 
will plan the positive health of the commu- 
nity by providing: 

Health centers 

Home nursing service 
Maternity and child welfare 
Dental service 

Health visitor service 
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School medical service 
Home help service, and so on. 

3. General Medical Practitioner Service 
which controls the buying and selling of medi- 
cal practices and provides the medical and 
auxiliary services for the public. The nursing 
staff will become the employees of the regional 
hospital boards, not the Government direct. 

Nurses will pay their contribution as other 
employees and receive all benefits in the same 
way as other workers. 


SUPERANNUATION 


At the present time many nurses are con- 
tributors to a pension fund. The nurses in 
the municipal hospital service have had the 
advantage of interchangeability within all 
municipal schemes in any part of the country 
but not with the Federated Scheme which 
was started in 1928 for the benefit of nurses 
and hospital officers employed in voluntary 
hospitals. 

This lack of interchangeability has had the 
effect of preventing nurses of voluntary and 
municipal hospitals from interchanging and 
those who changed services have lost consider- 
able pension value. 

The Government is at present working on 


Study of Nutrition in Pregnancy 


(Continued from page 559) 


Council standard of 85 grams of protein. 
Twelve percent met the standard of 15 milli- 
grams of iron. Forty percent met the standard 
of 100 milligrams of ascorbic acid. Twelve 
percent of the diets met the standard of 1.5 
grams of calcium. Fourteen percent met the 
standard of 2500 calories recommended for 
the latter half of pregnancy, which is approx- 
imately 20 percent over the level preceding 
pregnancy. 

All diet records were collected before any 
teaching was done, so all records were un- 
influenced and unbiased. The data from diet 
records were used in teaching the group, and 
all records submitted were discussed individ- 
ually with members. 


HEALTH INSURANCE IN GREAT BRITAIN 
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a scheme whereby the Government 


(Civil 
Service) Scheme will be open to all existing 
nurses if they wish, and if it will be to their 


advantage. Otherwise, they may remain at 
their present position of superannuation. 
Advantages with the different schemes vary 
with a contribution of something like 5 per- 
cent of the salary to be paid by the employee 
and 10 percent by the employer. Benefits also 
vary, retirement age in some being 55, and in 
others 60. The Government favors optional 
retirement for nurses at 55. Some schemes 
carry a bonus on retirement, others do not. 


NURSING IN NATIONAL PLANNING 


In the setting up of the National Health 
Service Plan, the National Insurance Plan, 
and the Superannuation Scheme, the Govern- 
ment has called in the nursing organizations 
for consultation and given them every oppor- 
tunity of giving their views on proposed legis- 
lation. 

The professional organizations are fully 
alive to the influence they can bring to bear 
on legislation and keep their “ears to the 
ground” for all matters which might affect 
the profession of nursing, the sick public, and 
the individual nurse. 


Where gross inadequacy in diet was in- 
dicated, or where a patient was on a special 
diet, her physician was consulted before rec- 
ommendations were made. 

Teaching was done on both a group and 
individual basis. No attempt was made to 
measure the effectiveness of teaching. 

How significant the dietary analysis sub- 
mitted here may be, depends upon how ac- 
curately members recorded food intake. It 
would seem reasonable to assume, however, 
that the records were on the whole, accurate, 
for the group was motivated to keep records 
and members were sufficiently intelligent to 
follow instructions accurately. 

The study raises the question as to the place 
of medicinal iron and calcium in supplement- 
ing the diet. The majority of the members were 
taking one or both at a physician’s advice. 


| 
2 
= 
on 
. 


Referral Of Patients For Continuity Of Nursing Care 


NE OF the most significant trends in med- 
icine and in nursing is the shift of 
emphasis from the disease to the patient and 
to his family and community, and consequent- 
ly the projection of his treatment from hospital 
to home without any break in its continuity. 
This consideration of the patient as a whole 
involves consideration of his life as a whole 
—not only his present situation but whence 
he came and whither he goes. Attention so 
long focused only upon the period of hospital- 
ization is now directed also to the patient’s 
shadowy past with its bearing upon his pres- 
ent mental and physical state and his equally 
dim future with its possibilities for rehabil- 
itation and for prevention of similar and allied 
situations, 

This report attempts to emphasize the im- 
portance of a planned exchange of information 
between the hospital and nursing agencies, 
which will make possible better care of pa- 
tients in hospital and home; also to suggest 
certain principles which may be helpful in its 
accomplishment. 

A subcommittee to study this subject was 
appointed in December 1945 by the Joint 
Committee on the Integration of the Social and 
Health Aspects of Nursing in the Basic Cur- 
riculum. It is composed of nine members 
representing hospitals, schools of nursing, and 
public health agencies. To facilitate meetings 
members were all selected from New York City 
or vicinity. Consultants from different sections 
of the country were invited to participate 
through correspondence. These represented the 
same types of agencies as listed above, with 
the addition of two physicians and four med- 
ical social workers. 


This is the fourth in a series of subcommittee re- 
ports of the Joint Committee on Integration of 
Social and Health Aspects of Nursing in the Basic 
Curriculum, Irene Carn is chairman of the Joint 
Committee; Harriet Frost, chairman of the subcom- 
mittee. A list of subcommittee members and consult- 
ants follows at the end of this report. 


A letter was sent to each consultant asking 
for information regarding nursing referrals 
in her community. Prompt and generous re- 
sponse was received from this, as well as from 
a questionnaire sent later to these same con- 
sultants. From information thus obtained 15 
hospitals having referral systems were selected 
for study. The material was tabulated, omit- 
ting names of agencies, presented to the Inte- 
gration Committee for discussion, and sent 
to the consultants. 

The primary purpose of this study is better 
care of the patient through more effective use 
of community agencies. A secondary purpose 
is the education of the professional staffs and 
students in both hospitals and public health 
nursing agencies. As the study proceeded, 
it was decided to limit its scope to the referral 
of patients from the hospital for home nursing. 
The same principles would apply to other 
types of service, but the details of a pro- 
cedure suitable for all would be too involved 
to follow through at this time. 

The following principles, evolved from this 
study, were formulated by the subcommittee 
and approved by the Joint Committee. They 
are presented in this report with the hope 
that hospitals and public health nursing agen- 
cies may find them helpful in the coordination 
of their services. Methods of procedure would 
of course differ depending upon the type of 
community and the facilities available. Those 
mentioned here are based upon the exper- 
ience of various agencies and may be sug- 
gestive to others. 


I. Planning within the Community 


A community plan for the interagency re- 
ferral of patients should be developed co- 
operatively by a widely representative com- 
mittee, and it should aim to be applicable to 
all hospitals and public health nursing agen- 
cies in the community. 


Many hospitals already have some arrange- 
ment with public health agencies for the nurs- 
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ing care of their patients after discharge. This 
has usually grown up without much planning 
and primarily in connection with maternity 
care. Need is felt at present for definite organ- 
ization and for extension of this arrangement 
to include all services. Community planning 
involves bringing together the various hos- 
pitals and public health agencies in order to 
pool their individual efforts and to make an 
arrangement which would be of practical use 
to all. The smaller the area and the fewer 
agencies, the easier this is to accomplish. 

Large cities with many agencies present 
a more difficult problem. We need to be con- 
stantly reminded that coordination implies 
something to coordinate and the desire to 
work together; and that it cannot be created 
by pressing a button or by the organization 
of an imposing committee. It is brought about 
by the slow but sure progression from individ- 
ual effort to group action, which has been 
aptly described as “building from the ground 
up rather than from the roof down’. Group 
action for coordination seems to depend upon 
the stage of development attained by individ- 
ual agencies. 

Two types of committees are suggested as 
a means of building and maintaining a plan 
for the interagency referral of patients. 

1. A community committee 

Membership might include representation 
from the following: 

a. Hospitals—administration, medical staff, nursing 
sefvice, school of nursing, medical social service 

b. Public health nursing agencies—director, staff, 
board of directors 

e. Doctors—health officer, private doctors connected 
with hospitals 

d. Local Council of Nursing or Health Division of 
the Council of Social Agencies. 

Initiation of the plan might come from any 
one of the above groups. 

Functions of this committee would be to: 


a. Formulate fundamental policies 

b. Develop forms to be used which should be 
acceptable to all agencies concerned 

c. Prepare a guide for use of such forms which 
should include content desired from workers using 
the forms, as doctor, nurse social worker, dietitian, 
physiotherapist, public health nurse 

d. Plan for printing of forms at cost, and provide 
for distribution 

e. Provide for periodic review and consideration 
of suggestions for improvement 


2. An agency committee 
There should be a small committee within 
each participating agency for the initiation, 
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interpretation and guidance of this plan. 
Members of this committee should be those 
actively concerned with the referral of patients. 
In a hospital this might be the public health 
nurse coordinator, supervisor or head nurse 
and staff nurse, clinical instructor, social ser- 
vice worker, physician, hospital administrator, 
dietitian, representative of the record depart- 
ment. In a public health nursing agency it 
might be an administrator, supervisor, staff 
nurse, record clerk. The functions of this 
committee would be: 

a. To study the effectiveness of this plan 

b. To make recommendations to their own agency 
for improvement, and also to the community com- 
mittee 

c. To conduct a continuous in-service education 
program relative to the plan. 

d. To promote the coordination of the various 
community agencies 

Where no community committee has been 
organized, a joint committee might well be 
set up by the hospital and public health nurs- 
ing agency. 


II. Types of Patients and Services 


The plan should provide for all patients— 
private, semiprivate, ward, and out-patient 
department, and for all services of the hospital. 
It may be easier, however, to start with one 
or two services and to gradually add others. 
The simplest, and heretofore most frequent 
referral, has been the ward patient who is to 
return to out-patient department for follow- 
up care, and where the hospital doctor is re- 
sponsible for medical supervision. However, 
when the patient is being sent back to his 
own doctor, it will be necessary to make 
contact with the doctor to find out his 
wishes regarding the services of a_ public 
health nurse. This might be done through 
the usual correspondence between hospital 
and private doctor, or informally through 
the patient or family. Extension of this 
service to private patients is a departure 
from the old idea that assistance of this 
kind is needed by the lower income group 
only. Private patients are a most receptive 
group, aware of the public health nursing 
service, and often requesting it. 


III. Initiation of the Referral of the Patient 


The referral of a patient may be initiated 
by any one concerned with his care. This may 
be the doctor, nurse or student nurse, medical 
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social worker, dietitian, physiotherapist or 
occupational therapist, or the patient himself 
may ask for it. All referrals, however, should 
be approved by the doctor in charge. As a rule 
this should be done individually rather than 
by a blanket or routine system. 

The majority of these referrals would prob- 
ably originate with the staff or student nurse 
since she should know the patient’s nursing 
needs, and also have some knowledge of his 
home situation. For this reason, the success 
of the plan depends to a large extent upon 
the participation of the nursing group. Where 
there are several public health nursing agen- 
cies which might give the kind of service re- 
quired, the selection of the agency should be 
the responsibility of the head nurse or super- 
visor, in consultation with the doctor and 
with consideration of the patient’s wishes. 
For their convenience a list and description 
of agencies should be available. 

The request for home nursing is made only 
after discussion with the patient and/or his 
family. The knowledge that a nurse will come 
to his home to assist in his care and adjust- 
ment is usually a source of great relief to the 
patient and his family. When a member of the 
public health nursing agency visits the hos- 
pital regularly, she may discuss the service 
with the patient directly. The public health 
nurse may, if requested, make a special visit 
to the hospital to see the patient, and also 
to gain information regarding his condition 
and treatment which may be helpful in the 
home care. 


IV. Written Forms 


Written forms approved by the community 
committee or Joint Committee should be used. 
The doctor should write and sign his orders 
and diagnosis. 

Even when someone else copies the diag- 
nosis and orders, the signature of the doctor 
is essential. Such a policy assures his approval 
of the referral and is a safeguard to the nurse 
in case any question arises relating to the 
transfer of information from one agency to 
another. 


V. Comments of Workers 


Space should be provided on the forms for 
comments by the nurse, social worker, and 
others, such as: dietitian, physiotherapist, 
and occupational therapist. 


Since the referral is for continued nursing 
care, the nurse’s comments are stressed here. 
They might cover such information as: 

1. The patient’s acceptance of hospital care 

2. Outstanding attitudes and interests of 
the patient and his family 

3. Instruction given the patient and his fam- 
ily regarding his condition, general health, 
and care at home 

4. Problems met in nursing care 

5. Information which may be helpful to 
the home nurse regarding new drugs or un- 
usual treatments 

6. Social information which may be known 
to the nurse, if the patient is not known by 
medical social service 

It is important that a notation of the re- 
ferral be made in the patient’s record and that 
a copy of the completed form be placed on 
his record. The exact mechanics for this pro- 
cedure would need to be decided by each 
agency. 


VI. Clearance with Medical Social Service 


All referrals should be cleared with the 
medical social worker in order that nursing 
care and social planning may be coordinated. 
This is done through comments on the written 
form and by personal conference. In some 
instances where the patient is not already 
known to the medical social worker, this may 
reveal the need for securing her services before 
his discharge. The public health nurse would, 
of course, confer with the medical social 
worker of the referring hospital regarding 
social problems which she finds in the home. 


VII. Early Referrals 


Referral should be considered early in the 
course of the patient’s treatment in order that 
it may be carried out promptly and effective- 
ly. This would eliminate much of the last- 
minute confusion and delay at the time of dis- 
charge. Such early consideration of the pa- 
tient’s home nursing needs would lead the 
nurse to think in terms of preparation of the 
patient to care for himself after discharge, 
and this often results in better instruction 
during his entire hospitalization. In some in- 
stances, the public health nurse might be 
asked to visit the home a week or more be- 
fore the patient’s discharge, in order to help 
the family in working out necessary adjust- 
ments, 
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VIII. Transmission of Forms and Telephone 
Information 

Since the referrals are for nursing care, out- 
going calls and incoming reports should pass 
through nursing channels, and should be guid- 
ed by nursing supervision. 

The mechanics of this would vary according 
to the facilities of the hospital. Regardless of 
the procedure, means should be established 
for direct communication between the public 
health nurse, the doctor, and the head nurse 
regarding medical and nursing care, and be- 
tween the public health nurse and the medical 
social worker regarding social problems. 

Essentials in the transmission of informa- 
tion from one place to another are speed and 
accuracy. The means of transmission are the 
mail and the telephone. Where the patient 
needs immediate attention, it may be neces- 
sary to refer by telephone, the written form 
following by mail for confirmation. This is 
not always the simple procedure it seems. 
There is a third essential in communication, 
namely, the provision for interpretation. Speed 
and accuracy are promoted by the person 
who transmits the information, if she can 
also interpret it. The primary requirement 
of an interpreter is the knowledge of two 
languages: in this instance, the language of 
the hospital and the language of the public 
health nursing agency. In centering this re- 
sponsibility in the nursing service, the ques- 
tion arises as to whose specific function it 
should be. The following suggestions are 
offered, with the realization that others will 
be developed according to the needs and facil- 
ities of each institution: 

1. The supervisor or head nurse would 
seem the logical person to transmit the re- 
ferral directly to the public health nursing 
center. She knows the hospital technic, the 
individual patient; and has immediate access 
to the doctor. Her name and telephone exten- 
sion should appear on the form and the public 
health nurse would call her regarding further 
medical and nursing information. 

2. In consideration of the present shortage 
and other hospital nursing problems, it may 
be advisable in some hospitals to have the 
forms sent from ward and clinic to the nurs- 
ing office and relayed from there to the public 
health nursing center. This responsibility could 
be delegated by the director of nursing to 
one of her assistants, who is best qualified 


571 


to carry it. In some hospitals this has been 
the supervisor of out-patient nursing. The 
public health nurse coordinator, where one 
is available, is a suitable person to do this, 
and to act as guide to the project. Her desk 
would be a convenient place from which out- 
going calls go forth and to which in-coming 
reports are directed for checking and distri- 
bution to the proper ward or clinic. This 
contact with patient care forms a practical 
opening for the integration of the health and 
social elements in all instruction and in all 
clinical services. 

3. During this period of transition from old 
to newer methods of referral, some hospitals 
have employed a staff member of a visiting 
nurse association on a part-time basis. She 
makes rounds in the hospital, receiving calls 
for home nursing, distributing these to the 
proper branch office, and bringing back re- 
ports to the hospital. This opportunity for 
personal conference with doctors, nurses, social 
workers and other hospital personnel is an 
important factor in educating the staff to 
make referrals and in the promotion of good 
relationships. 

Whatever method is used, considerable 
bookkeeping is necessary in which a clerk 
can be helpful, but which requires the atten- 
tion and guidance of a responsible member of 
the nursing staff. Records kept systematically 
over a period of time will be invaluable in the 
establishment and follow-through of the re- 
ferrals. By showing every step in the procedure 
with the time involved in each, they give in- 
formation upon which the agency committee 
and the community committee can base their 
evaluation and make their recommendations. 


IX. Use of Reports from the Public Health 
Nursing Agency 


The reports of the public health nurse 
should be written on the form agreed upon. 
They should be returned to the place where 
the referral originated and should be access- 
ible for study by all those concerned with 
the patient’s care. They should then be placed 
on the patient’s record. 

1. The value of these reports for better 
care of patients is obvious. They may indi- 
cate to the hospital doctor the need for change 
of treatment—a different medication or dos- 
age; for readmission to the hospital; or for 
earlier visit to the clinic. They may show the 
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need for the public health nurse to obtain 
outside medical care if the patient is unable 
to come to the clinic; sometimes the need for 
conference between the public health nurse 
and members of the hospital staff to determine 
the next step in medical or social treatment. 

2. They are a means of education to the 
hospital staff in doctors’ conferences, ward 
nursing conferences, consultations with social 
workers, joint in-service program of hospital 
and public health nursing groups; to the 
public health nursing staff regarding current 
knowledge and understanding of hospital 
problems and procedures. 

3. In the undergraduate program, they are 
a valuable tool for integration of home and 
community aspects throughout all clinical 
services, giving a picture of the home situa- 
tion and of the activities of the public health 
nurse. They also afford opportunity to eval- 
uate the results of hospital care and particu- 
larly of health instruction. 


SUMMARY 

One of the principles especially emphasized 
in this report is that nurses themselves must 
assume their share of responsibility for the 
continued nursing care of the patient after 
his discharge from the hospital. This involves 
not only some additional nursing duties, but 
also some changes in administrative policy 
which will permit the transfer of this function 
from the area of medical social service to the 
area of nursing. Since this is a departure from 
the traditional policy that all communication 
between the hospital and other community 
agencies must be made by the medical social 
worker, it may be well to review its origin 
and also the developments in nursing and 
medical social service which suggest its re- 
vision. 

At the beginning of this century when social 
workers were first introduced in hospitals, 
they were the only ones in the institution who 
were expected to know the community and 
to take responsibility for the coordination 
of its health and social resources with hospital 
services. At that time nursing had hardly be- 
gun to emerge from a curative to a preventive 
service, and its activities were confined chietly 
to bedside care. This older policy of referrals 
is a survival of that early period, and with 
the later development in both nursing and 
social service, the change is a natural and 


logical one. To social workers the referral of 
patients for home nursing probably constitutes 
another errand which has little relation to 
their real case-work functions. To nurses, with 
their newer conception of community needs, 
it has significance as a link in the chain of 
nursing care. 

The success of this plan depends primarily 
upon the cooperation of nursing and social 
service groups, hence the importance of their 
united efforts in its initiation and develop- 
ment. Working together on a specific project 
of this kind should help each group in the 
clarification of its own functions and in ap- 
preciation of the other’s contributions. Trans- 
fer involves both giving and taking. Are med- 
ical social workers ready to give up this 
particular function? Are nurses ready to 
take it? Does not the answer depend upon the 
stage of professional growth attained by each? 
Speaking for nurses, we realize that some may 
consider this added responsibility an added 
burden, chiefly because they are insufficiently 
prepared for it or do not see their way clear 
to make the necessary arrangements at this 
time. However, we believe that the majority 
recognizing its possibilities are gladly accept- 
ing it. In any event this joint project should 
form the basis for a continuous plan of staff 
education for hospital and public health nurs- 
ing staffs. 

Another relationship which is strengthened 
by this coordination of effort is that of hos- 
pital, private duty, and public health nurses. 
An undertaking of this kind should bring 
these groups together in a very practical way. 
As they share responsibility for the care of 
the same patient, the same family, the same 
community, they also share the satisfaction 
of helping to build a service which may be 
truly called—“Community Nursing.” 


Members of the Subcommittee to Study the Hos- 
pital Referral of Patients for Continuity of Nursing 
Care are: Harriet Frost, University of Pennsylvania 
Hospital, School of Nursing, chairman; Isabelle 
Byrne, School of Nursing, Roosevelt Hospital, N. Y.; 
Irene Carn, Skidmore College, Department of Nurs- 
ing, N. Y. Post-Graduate Hospital; Caroline E. 
Falls, Community Service Society, N. Y.; Marie M. 
Knowles, VNA, Brooklyn; Margery T. Overholser, 
Cornell University, N. Y. Hospital, School of Nurs- 
ing; Elisabeth C. Phillips, VNA, Rochester, N. Y.; 
Louise Smith, VNS, Philadelphia; and Hedwig 
Toelle, Yale University, School of Nursing. 
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Consultants include: Nurses—Pearl P. Coulter, 
University of Colorado; Harriet Cross, McCloskey 
General Hospital, Temple, Texas; Ada Hershey 
(deceased), PHNA, Des Moines; Frances Hoffert, 
Minneapolis General Hospital; Katherine Hoffman, 
School of Nursing, University of Washington; 
Katherine M. Justus, Vanderbilt University, School 
of Nursing; Tessie M. Klein, VNA, Buffalo; 
Edith F. Littl, WVNA, Los Angeles; Virginia 
E. Platt, Stanford University, School of Nursing; 
Cornelia Preston, School of Nursing, St. Louis City 


AUTOMOBILE EXPENSE ALLOWANCES IN BUSINESS FIRMS 


The activities and thinking of more than three 
hundred organizations, operating more than 5,000 
cars, are revealed in “Salesmen’s Automobile Expense 
Allowances”, the report of a 1946 survey by the 
Dartnell Corporation, Chicago, Illinois. Among the 
300 organizations, 74 percent reported the use of 
salesman-owned cars entirely. (In the last NOPHN 
study*, 49 percent of the agencies reported nurse- 
owned cars only.) 

The Dartnell Report emphasizes that if monthly 
mileage is low, less than 600 miles per month, it is 
less expensive to the firm to have the cars owned 
by the salesmen and reimbursed by mileage. The 
few men operating their cars for more than 1,200 
miles a month may be overpaid, but even with this 
consideration, the company saves money with the 
above scheme. (In the 1942 NOPHN study**, the 
average monthly mileage for public health nurses 
was: nonofficial agencies, 448; city health depart- 
ments, 421; county health departments, 715; and 
boards of education, 325.) 

Six methods of reimbursing the salesman for the 
use of his car are reported, together with the percent 
of companies using the method: flat mileage, 54 per- 
cent; sliding scale mileage (less for miles over 1,000 
per month and a differentiation between city and 
country driving), 9 percent; flat time payment 
(said to be the least satisfactory), 4 percent; combin- 
ation of flat time and mileage, 10 percent; actual 
reimbursement for money out of pocket plus allow- 
ance, 13 percent; car reimbursement included in com- 
missions, 10 percent (simplest for the company, but 
income tax must be paid on these amounts). The 
Dartnell Report recommends that no different pay- 
ment agreements be made because of the type of 
car the salesman drives. 


*Public Health Nurses Drive Automobiles. Pusiic 
HeaAttH NursinG, June 1947, vol. 39, p. 306-309. 

**Driving Cars in Wartime. PuBLic HeaALttH Nurs- 
ING, May 1943, vol. 35, p. 259-261. 
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Hospital; Mabel Rue, Community Health Service, 
Grand Rapids, Mich.; Irene L. Stolp, St. Luke’s 
Hospital, Chicago; Elsa E. Storm, Peter Bent Brig- 
ham Hospital, Boston. Medical Social Service—Ruth 
Cooper, University of California Hospital; Amy W. 
Greene, Johns Hopkins Hospital; Mary L. Poole, 
University of Pennsylvania Hospital; Theodate H. 
Soule, New York Hospital. Physicians—W. S. Talbot, 
M.D., N. Y. Post-Graduate Hospital; and Joseph 
H. Kinnamon, M.D., Nassau County (N.Y.) Health 
Department. 


Flat mileage for a nationwide company is not a 
fair method of reimbursement because the price of 
gasoline varies from place to place, and because 
driving conditions vary. Others believe that a sales- 
man must travel at least 15,000 miles a year to 
break even at 5 cents a mile. They bring out the 
fact that companies will pay 5 or 6 cents a mile, 
not seeming to realize that something between the 
two may be fairer both for the salesmen and the 
company. Sliding scale mileage is the one recom- 
mended by the Dartnell Corporation. 

Four variables are given consideration (1) the 
number of miles per week (2) whether the car is 
operated in moderate-sized communities and over 
country hard-surfaced roads (3) whether the car 
is operated in cities of over 500,000 population and 
in country areas in which roads are not hard surfaced 
and (4) whether cars are operated under unusual 
conditions, such as mountainous country or where 
local gasoline taxes are above the national average. 

Among the agencies paying on a combination of 
flat time and mileage, the figures average $30 a 
month flat time, and 3 cents a mile. 

Depreciation payments were made by 32 companies. 
In most instances, the salesman received only part 
of his allowance in cash, the balance being held 
until he purchases a new car. 

One half of the reporting companies paid part of 
the insurance bills. A recent decision about income 
tax on ‘salesman-owned cars rules that depreciation 
may be taken out on the proportion of mileage used 
for business. Flat sum payments must be reported 
as part of the gross income. 

One fourth of the companies said they did not 
check mileage at all, and one half said they spot- 
checked. The Dartnell Corporation has prepared a 
booklet in which salesmen may keep data about the 
use of their cars for business. These may be bought 
from the Corporation, 4660 North Ravenswood St., 
Chicago, Illinois, at 5 cents a copy. 
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PREPARING CHILDREN FOR THE IMMUNIZATION PROGRAM 


One of the most important functions of the public 
health nurse in a school health program is to stim- 
ulate the interest of other school personnel in the 
initiation and development of certain projects in 
health education which will fill the particular need 
of the moment. Her responsibility in planning and 
preparing for routine health procedures puts her in 
a strategic position to know the proper time for pre- 
senting certain health information to the children 
and, after consultation with principal and teachers, 
to help decide on the most interesting and suitable 
method of presentation. 

Last January it was decided at the suggestion of 
the public health nurse to plan a lesson on immuniza- 
tion for fifth and sixth graders in the Fillmore Ele- 
mentary School, to be presented just before and 
during the annual immunization program of the 
County Health Department. This decision came as 
a result of the conviction that children should have 
authentic information regarding the various health 
services which are available to them in the public 
schools and be given an opportunity to ask ques- 
tions about them. 

A committee of five was formed—the principal 
as chairman, three teachers, and the public health 
nurse—and a date of meeting set. The health co- 
ordinator for the county schools was present at the 
first meeting. A bibliography was prepared and 
members of the committee chose some of the sug- 
gested books to read. Later, it was agreed that 
World of Invisible Life by Stephenson was es- 
pecially good. 

Three meetings were held and the following ob- 
jectives were developed: 


1. To find out that there are plants and animals 
invisible to the naked eye 

2. To learn how to see microscopic organisms such 
as those which cause diphtheria and smallpox 

3. To learn that there are plants, animals, fungi, 
and parasites in microscopic life 

4. To find. out that there are useful microbes 

5. To find out that there are microbes which make 
us sick 

6. To find out how microbes causing disease enter 
our bodies 

7. To find out how to prevent diseases from 
entering our bodies 

8. To find out how vaccines protect us from 
microbes 

A microscope was borrowed from the county 
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schools office and was used in the fifth and sixth 
grade rooms. Slides of some of the more common 
diseases were obtained from the County Health 
Department and were examined by the children 
with interest. Sterile culture medium was coughed on 
and observed under the microscope from day to 
day revealing strange and fantastic shapes. The chil- 
dren learned what microbes really look like and that 
there are useful as well as harmful ones. An exper- 
ience in observation of germs was used. The imprint 
of a dirty hand on sterile culture medium examined 
under the microscope from day to day was compared 
with the imprint of a thoroughly scrubbed hand. An 
impressive lesson on the value of cleanliness was 
achieved. 

Field trips were made to the Insectary to learn 
about plant diseases and the methods used to fight 
them. The personnel of the Insectary and the teacher 
discussed with the children methods of pest control 
on plants. They learned that there were different 
sprays and dusts for each enemy to plant life. 
Methods of control were discussed. Particular inter- 
est was evidenced in aeroplane dusting of citrus trees. 

From this knowledge, it was a natural step to 
understand the programs of immunization and va@ 
cination as a protection to man against disease germs. 
Diseases that can be controlled were listed and dis- 
cussed. The program for diphtheria immunization 
scheduled for the following week was discussed. The 
children showed a great deal of interest in the pro- 
gram. 

This type of lesson offers endless possibilities and 
when planned to meet the needs of a particular 
group, should result in a better understanding of 
the miracles of modern science and how they influence 
our daily living. 

The public health nurse can make a valuable 
contribution to the school health program by suggest- 
ing such lessons at the proper time, helping to outline 
the plans and obtaining materials from laboratory 
and health department. She may accompany groups 
on field trips, demonstrating her personal interest 
in the project under consideration, and should at all 
times be on the alert to offer the encouragement and 
information which her training and experience have 
prepared her to give. 

EpnaA Copren, R.N. 

FILLMORE ELEMENTARY SCHOOL AND 
COUNTY HEALTH DEPARTMENT, 
FILLMORE, CALIFORNIA 
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Reviews and Book Notes 


TEXTBOOK FOR PSYCHIATRIC ATTENDANTS 


By Laura W. Fitzsimmons. Macmillan, New York, 1947. 
332 p. $3.50. 


This textbook meets a long standing need 
in the psychiatric field. Curricula for stu- 
dent nurses have long been established but 
Mrs. Fitzsimmons is the first nurse to give 
serious consideration to the establishment of 
a recognized curriculum for teaching the at- 
tendant, yet the number of attendants who 
care for the mentally ill far exceeds the num- 
ber of nurses so engaged. 

This text is based upon sound principles 
and scientific data although written in sim- 
ple language without involved terminology. 
The content has been planned in relation to 
broad objectives but is arranged for applica- 
tion to the specific situation. This material 
has been drawn from a wide range, and rep- 
resents the best opinion in the psychiatric 
field. The author was able to obtain her 
data while making a survey of psychiatric 
nursing under a grant from the Rockefeller 
Foundation. Therefore, this text should be 
of inestimable value in the care of the psy- 
chiatric patient. 


—Mrkrs. Bonnik W. Corey, R.N., School of Nursing 
St. Elizabeth’s Hospital, Washington, D.C. 


SEX, MARRIAGE, AND FAMILY 


By Thurman Rice. 272 p. J. B. Lippincott Company, 
Philadelphia, 1946. $2.50. 


Dr. Rice approaches his subject with com- 
plete frankness and earnestness. In his intro- 
ductory statement, referring to marriage, he 
says, “Surely it would be better to fail in 
everything else and succeed in this, than to 
succeed in everything else and fail in this.” 

This book is written primarily for young 
married couples, and those considering mar- 
riage. The first few chapters are devoted to 
adjustments necessary in the early weeks 
following marriage. The problems are brought 
out clearly, and suggestions offered for a 
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proper approach in solving them. These 
chapters are followed by those on problems 
encountered later in marriage after ‘The 
excitement and novelty of the honeymoon and 
first years are well in the past.” 

The chapter, “So You Are Going to Have 
a Baby,” should be highly recommended to 


public health nurses. They should find it . 


valuable in working with young couples hav- 
ing their first baby. It brings out a good 
philosophy toward parenthood. “After all, 
lots of people have had babies before. It isn’t 
such a terribly dangerous or serious thing. 
But no one has had your baby before. No 
one will ever have your baby but you.” 

This book includes present day problems 
that are peculiar to this generation—problems 
that are an outgrowth of the war, and adjust- 
ments necessary to bring home life back to 
normal. 

Public health nurses will find this a sound 
reference to use with young adults. 
—ERNELLE Brooks, Supervisor, The Instructive Visit- 

ing Nurse Society, Washington 3, D. C. 


LEARN AND LIVE 


By Clara M. Olson and Norman D. Fletcher. 101 p. 
Alfred P. Sloan Foundation, Inc., New York, 1946. 
$1.50. 

This book stresses the need for teaching 
school children subjects pertinent to their 
standard of living and practical application 
of this knowledge to their own situation. For 
example: Why teach the Kentucky mountain 
children about the slums in New York City 
when slums exist in Kentucky. Children would 
profit more through a practical lesson on how 
to beautify the barren school room in which 
they study—if they were shown what a dif- 
ference a little paint and a few curtains 
can make and were encouraged to try this 
out in their own homes, 

Teaching children how to make furniture 
out of boxes, mend clothing, knit, sew, is far 
more practical than showing them pictures of 
beautiful homes and well dressed children. 
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A school garden of green vegetables and 
fruit trees—sampling parties of these foods 
in the fall do more than teaching a balanced 
diet from a nutrition book. Children teach 
at home from actual experience and the family 
tries them out. 

The authors have tried to show that educa- 
tion should be applied to the particular 
section of the country in which it is taught, 
practical application should be made when- 
ever possible and that children are the best 
instructors of their parents when they carry 
home knowledge they acquired in school. 

An excellent set of tentative plans for in- 
cluding instruction concerning Food, clothing 
and Housing in the Grammar School Program, 
is included in the back of the book. 


—Heten R. Romaszkiewicz, Ph.D., Educational 
Director, Buffalo V.N.A., Instructor Public Health, 
University of Buffalo, New York. 


BEST’S SAFETY DIRECTORY 


Alfred M. Best Company. Inc., 75 Fulton Street, New 
York 7, N. Y. 351 p. 1946. $5.00 


This book is aimed to provide ‘concise 
information on many hundreds of recognized 
safety, first aid, health and fire protective 
products and devices.’’ An attempt is made 
to provide an illustration and description of 
each device, how and for what hazard the 
device is to be used, and the names and ad- 
dresses of manufacturers. On the whole these 
aims are admirably achieved. 

The use of this book as a reference for in- 
dustrial nurses is limited because many of the 
devices are beyond the nurse’s sphere of 
responsibility and knowledge. Examples are: 
atmosphere analysis, scaffolding, blasting, 
lineman’s, fire fighting, and rescue equipment. 

The sections of most help to industrial 
nurses are probably those dealing with eye 
and face protection, safety clothing, body, leg, 
arm, hand, head, and foot protection, respira- 
tory devices, women’s safety equipment, and 
some of the devices listed under washroom 
sanitation, skin protection, physical examin- 
ation equipment, and safety devices for floor 
and stairs. A good deal of practical and 
scientific knowledge about the proper use 
of any of this equipment is necessary before 
a wise selection could be made. 

The scientific usefulness of several of the 
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products listed under “First Aid Products 
and Equipment,” is open to question. For 
example: foot balm, eye treatment fluids, 
and some of the preparations listed under 
“Medication.” More emphases might have 
been placed on medical direction and pre- 
scriptions. 

The pictures and illustrations are excellent 
and should be useful to students who wish 
to gain some understanding of the variety of 
safety equipment available to health and safe- 
ty services in industrial plants. 


—Anna M. Frrrmorg, Ass’t. Director, Visiting Nurse 
Service of New York. Formerly Industrial Nursing 
Consultant and Special Lecturer in Industrial 
Nursing, Teachers College, Columbia University. 


SMALL COMMUNITIES IN ACTION 


By Jean and Jess Ogden. 
York, 1946. 235 p. $3.00. 


Harper & Brothers, New 


There is something arresting about this 
title. The key to action is found in the sen- 
tence which reads, “The people shook off their 
lethargy and went to work. A _ prosperous 
community rather than a ghost town was the 
result.” 

The book is a collection of stories which 
tell of one phase of the work of the Exten- 
sion Division of the University of Virginia. 
The purpose of the book, as stated in the 
preface and elsewhere, has been to work out 
more efficient ways of helping individuals and 
communities to help themselves. The point 
is that it is much easier to help a community 
than to help a community to help itself, to 
plan for a community than to plan with it. 

The authors have hand-picked and de- 
scribed several outstanding community proj- 
ects and programs which they believe would 
be most helpful as patterns for others to fol- 
low in building up their communities. Tech- 
nics and procedures of working together are 
described in detail. The stories are interest- 
ingly told, although too detailed and some- 
what repetitious in spots. Anyone who has 
had the privilege of working with local groups 
in small communities is sure to find a counter- 
part of his experience in the pages of this 
book. We see citizens’ meetings at work, 
with pooled thinking and concerted approach 
to problems, and the results better than 
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through individual planning. We see value 
placed on getting facts analyzed, spreading 
information and discovering leaders from 
local groups; and communities not only able 
to take care of their own needs but having 
the satisfaction of making contributions to 
others. 

Mention is made of some projects which 
have failed because of too much _ outside 
help. This emphasizes again that a genuine 
appreciation of the worth of the project by 
the people themselves is needed, in order that 
the roots be deep enough to weather the 
storms which are sure to come. 

The authors list as tangible achievements 
a community council, a cooperative exchange, 
a health center, a library, a school cur- 
riculum entirely made over to fit the needs 


of the community, and others. Intangible re- 
sults are a changed attitude toward working 
together and toward living. 

The book contains a short foreword, 
preface, and introduction. The body of the 
book is divided into five parts, followed by a 
tonclusion, bibliography and index. Main 
sections of the book are entitled Making a 
Better Living, Planning for Health and So- 
cial Well Being, Increasing Civic Awareness, 
and “Living a More Abundant Life.” In the 
last paragraphs the authors give us a “glimpse 
of the infinity of community development.” 

This book should be of interest and value 
to citizens concerned with community or- 
ganization. 

—Mapste E. Grover, Executive Director, Instructive 

District Nursing Association, Columbus, Ohio 


RECENT PUBLICATIONS AND CURRENT PERIODICALS 


GENERAL 
PROCEEDINGS OF THE NATIONAL COUNCIL ON SOCIAL 
Work, Buffalo 1946. Columbia University Press, 
New York. 1947. 608 p. Price $5.00. 


Socrar Work YEAR Book 1947. Russell Sage Founda- 
tion, New York. 714 p. Price $3.50. 
A description of organized activities in social work 
and in related fields, including public health nurs- 
ing. 


WorKBOOK OF ELEMENTARY PHARMACOLOGY AND 
TuHerapevutics. By Luella C. Smith. C. V. Mosby 
Company, St. Louis. 3rd Edition. 1947. 300 p. 
Price $2.50. 


Lay-PROFESSIONAL CoUNCIL REPORT TO THE PEOPLE 

_ OF New Hampsuire. New Hampshire Lay-Profes- 
sional Councils on Education, Concord, New 
Hampshire. July 1947. 42 p. Free. 


Grapuic Facts Apout In St. Louis AND 
St. Louis County. Research Bureau, Social Plan- 
ning Council of St. Louis and St. Louis County, 
613 Locust Street, St. Lonis 1, Mo. 1947. 32 p. 
Free. 


MepicaL Care aND Costs IN RELATION TO FAMILY 
Income. 349 p. Superintendent of Documents, 
U. S. Government Printing Office, Washington 25, 
D. C. Price $1.25. 


SocraL Work YearBook. Russell H. Kurtz, Editor. 


714 p. Russell Sage Foundation, New York. 1947. 
$3.50. 


Community Wise. Compiled by Edna H. Porter. 

Woman’s Press, 600 Lexington Avenue, New York 
22;-N.. ¥. 147, 64 p. Price 75c. 
A notebook for the use of professional workers 
and board and committee members in social 
agencies, making it easier to keep up to date on 
the community. 


Wuen You Grow Oper. By George Lawton and 
Maxwell S. Stewart. Public Affairs Pamphlet No. 
131. Public Affairs Committee, Inc., 30 Rockefel- 
ler Plaza, New York 20, N. Y. 1947. 31 p. Price 
20c. 


NurSING 1S A GREAT Proression. 23 p. Nursing 
Information Bureau, 1790 Broadway, New York 
19, N. Y. Free. 


QvaNnTITY AND Cost BUDGETS FOR DEPENDENT FAMI- 
LIES OR CHILDREN. 1946. 56 p. Price 75c. 


QvuanTiTy AND Cost BupGEeTs FoR THREE INCOME 
LEVELS. 1946. 106 p. Price $1.00. 
Issued by The Heller Committee for Research in 
Social Economics. University of California Press, 
Berkeley, California. 


SOCIAL HYGIENE 

Sypuitis. Guide for Public Health Nurses No. 2. 
19 p. Revised July 1947. Department of Educa- 
tional Nursing Community Service Society, 105 
East Twenty-Second Street, New York 10, N. Y. 
Price 10c plus postage on orders of under 100 
copies; and 8c each plus postage on orders of over 
100 copies. 
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NOTES FROM THE NATIONAL ORGANIZATION 
FOR PUBLIC HEALTH NURSING 


COUNCIL OF BRANCHES MEETS 


HICAGO was again the meeting place of 
C choice for the Council of Branches held 
September 12-13, 1947. Eighteen of the 21 
SOPHN’s were represented at the Council 
meeting, many of the states having both a 
general and a nurse member present. 

The burning issue of the day was the 
Structure Study of National Nursing Organi- 
zations. Fortunately, Hortense Hilbert, 
chairman of the Joint Structure Study Com- 
mittee, had generously agreed to come to Chi- 
cago in advance of the ANA House of Dele- 
gates meeting opening September 13 to discuss 
the structure study with the Council. Alma 
Haupt, treasurer, and Josephine Nelson, pub- 
lic information secretary, of the Joint Com- 
mittee, accompanied Miss Hilbert and par- 
ticipated actively in the discussion. The 
points of special interest to both general and 
nurse members are the points of greatest con- 
cern to all concerned with public health nurs- 
ing: the place of the lay person in a nursing 
organization; NOPHN’s programs and re- 
sponsibilities in a reorganized structure; the 
responsibility of the Council of Branches to 
bring about amalgamation of professional or- 
ganizations on a state level. 

The outstanding illustration of a practical 
attempt to bring about such state amalgama- 
tion is the Michigan Nursing Center Associa- 
tion. Myrtle Vander Meulen gave a vivid 
account of the preliminary planning which 
preceded the formation of the Association. 
The Center is composed of constituent or- 
ganizations: the SNA and four SNA sections 
—-private duty, industrial nurses, institutional 
nurses, and office nurses sections, SLNE, 
SOPHN, and the Michigan Practical Nurses’ 
Association. Each agency or group is study- 
ing its own organization and is trying to de- 
termine what functions it now has which it 
considers essential for its programs and what 
functions may be delegated to the Nursing 
Center. Until fundamental decisions con- 


cerning functions are made, final amalgama- 
tion will be postponed. Miss Vander Meulen 
emphasized the fact that the Nursing Center 
Association is still in its early experimental 
stages and more time must elapse before de- 
cisions can be made and blueprints for others 
to use drawn up. 

It is natural for a group of public health 
nurses and those associated closely with them 
to favor strongly the inclusion of lay mem- 
bers in at least one organization in whatever 
structure is finally adopted. Miss Hilbert 
said that in fairness to the large group of 
nurses who have expressed fear of lay domi- 
nation in their professional organization, it 
would be well to recognize the basis of this 
fear. Many nurses think of the employers of 
nurses as potential general members and ques- 
tion the power they might exert in matters 
such as personnel policies. 

Several general members reported that only 
through the type of educational process which 
results from close working and planning with 
professional personnel can intelligent public 
opinion be developed. “An informed public is 
necessary for the support of progressive leg- 
islation. This group also is influential in se- 
curing favorable consideration from hospital 
boards of directors and other agencies which 
employ nurses. 

The discussion about the structure study 
continued actively throughout the first day 
of the meeting. All at the conference ob- 
viously had given deep thought to the prob- 
lems facing the profession, but it was clear 
that decisions could not be reached at this 
time concerning many aspects of the Rich re- 
port since administrative details cannot be 
determined before the plan of structure of re- 
organization is agreed upon. The Council of 
Branches went on record as endorsing the 
recommendations of the Joint Committee in 
regard to the structure study as published in 
the committee report of August 1947, 
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NOPHN NOTES 


The Council also recommended that the 
NOPHN board make every effort to secure 
the privilege of direct membership in the 
ANA as presently constituted for those quali- 
fied Negro nurses who cannot obtain mem- 
bership through their SNA’s. 

On the second day the Council discussed 
current issues. Several states, notably Rhode 
Island, Wisconsin, Iowa, Pennsylvania, Cali- 
fornia, and Minnesota, reported on SOPHN 
successes in securing improved personnel poli- 
cies, especially increased salaries for public 
health nurses. In several states it has been 
found successful to have SOPHN committees 
serve as the public health nursing sections of 
the SNA’s for the purpose of collective bar- 
gaining and obtaining improved personnel 
policies. Where this has happened no ques- 
tion has arisen concerning lay membership on 
the SOPHN committees. 

The general members participated actively 
and reported enthusiastically about programs 
of their lay sections in SOPHN’s. Mrs. Con- 
stance Moremus, chairman of the Council, 
gave a stimulating paper on lay participation 
in Georgia, where a primer for lay participa- 
tion was produced and widely distributed by 
the lay section. 

Keynote of the group discussion was, “A 
good general member is an active member; 
give a general member a job that needs do- 
ing, a job she can do, and the result is more 
than a job done. In addition, there is an in- 
formed active citizen alerted to work for pub- 
lic health.” 

Helen Fisk reported about the work of the 
Joint Committee of the Collegiate Council on 
Public Health Nursing Education and the 
Council of State Directors for Field Training 


COST STUDY CONTINUING 

To continue work on the study of costs in public 
health nursing, Katherine E. Peirce, assistant to the 
director of the Visiting Nurse Service of the John 
Hancock Mutual Life Insurance Company, has been 
given temporary leave by her organization beginning 
October 15. The study is a joint project of NOPHN, 
USPHS, Metropolitan Life Insurance Company, and 
other interested organizations. Under the guidance 
of the Committee on the Study of Costs in Public 
Health Nursing, the organization of the study and 
field observations up to this time have been carried 


Units. The final committee report will be 
carried in Pustic HEALTH NuRSING at an 
early date. Results of the committee’s work 
are becoming evident: a trend toward intern- 
ships is noted; plans are under way for work 
shops for preparing field teachers; more co- 
operative relationships are being developed 
between states, universities, and local agen- 
cies; universities are experimenting with send- 
ing students out of their states for field ex- 
perience. 

Hazel Herringshaw’s report about medical 
care plans in the United States was read by 
Alberta Wilson. Summarizing the discussion 
which followed the report Miss Wilson said 
that SOPHN’s can be valuable in helping to 
secure nursing representation on committees 
planning medical care programs and to assure 
provision for nursing in the plans. It was 
moved that the Council of Branches, through 
the respective SOPHN’s, stimulate the de- 
velopment of joint committees, SOPHN and 
SNA; that these joint committees include lay 
representation from the consumer and insur- 
ance groups; and that the joint committees 
work toward the inclusion of representatives 
from their committees on the planning com- 
mittees of the medical care programs. 

Olive W. Klump, president of the Cali- 
fornia SOPHN, and Mrs. H. Stanley Johnson, 
general member and secretary and treasurer 
of the Wisconsin SOPHN, were elected chair- 
man and vice chairman, respectively, of the 
Council of Branches for 1948. 

The meeting closed on a note of expectation 
of important things to be accomplished in the 
coming year and an expression of apprecia- 
tion for the mutual aid, one state to another, 
afforded by the Council of Branches. 


on by Margaret Arnstein of the USPHS, nurse direc- 
tor of the study, and by Eleanor Palmquist of the 
NOPHN staff. A manual for use by agencies is being 
prepared. 


ACCREDITATION COMMITTEE TO MEET 

The NOPHN Committee on Accreditation will 
meet on November 10, with Hazel Higbee officiating 
as chairman, At this meeting the committee will 
review the yearly reports submitted by the ap- 
proved programs of study for the preparation of 
public health nurses. 
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L. Enid Bailey to JONAS 


STAFF CHANGES 

Eleanor Palmquist, NOPHN assistant director, re- 
signed as of October 1 to become director of the 
program of study in public health nursing at the 
University of Oregon. Miss Palmquist has been a 
member of the NOPHN staff for two years, first 
serving as secretary of the ANA and NOPHN Joint 
Committee on Community Nursing Service, then as- 
signed to the field project to develop and strengthen 
community public health nursing services. Beginning 
in July 1947, she worked on the NOPHN costs study. 

Miss Palmquist takes to the university field wide 
experience in generalized public health nursing in 
both urban and rural programs, an outstanding en- 


WHAT MEMBERS AND 


Announcements have been received from several 
visiting nurse organizations of the appointment of 
new directors: Genevieve F. Richardson, VNA of 
Stamford, Conn. .. . Eileen Flaherty, recently of the 
ANC, VNA of Mansfield, Ohio. . . . Katherine 
P. Duelle, Hamden, Conn., Public Health and Visit- 
ing Nurse Association . . . Sophie Fevold, succeed- 
ing Adah Louisa Hershey, Public Health Nursing 
Association of Des Moines, Iowa ... Eleanor W. 
Mumford, St. Paul, Minn., Family Nursing Service 
. . . Elizabeth Barry, Cambridge, Mass., VNA, suc- 
ceeding Mrs. Katherine M. Hagar. 

Ruth Addams, director of VNA of the Oranges and 


PUBLIC HEALTH NURSING 


thusiasm for public health nursing and what it can 
accomplish, and a deep interest in the development 
and welfare of public health nurses. 


HAIL AND FAREWELL 

Margaret Ladd, who has been an NOPHN member 
of the JONAS staff since May 1946, resigned as of 
September 1 to study at Boston University. 

Miss Ladd was replaced October 1 by L. Enid 
Bailey of Arroyo Grande, California. Miss Bailey 
is a graduate of Fabiola School of Nursing, Oakland, 
Calif. She took her program of study in public 
health nursing at the University of Oregon, received 
her certificate in physical therapy at the University 
of Minnesota and her B.S. in nursing at Boston 
University. 

Her experience has included public health nurs- 
ing with the Nevada State Department of Health, 
nursing and physical therapy for poliomyelitis pa- 
tients in Santa Barbara and San Luis Obispo Coun- 
ties, California, and an orthopedic internship with 
the Boston VNA. 


NOPHN FIELD SCHEDULE 
Staff Member Place and Date 
L. Enid Bailey Chicago, Ill—Nov. 2-5 
Sarah A. Moore New Brunswick, N. J.—Nov. 19 
Sybil H. Pease Washington, D. C.—Nov. 5-22 
Dorothy Rusby Shreveport, La.—Nov. 10-12 
Boston, Mass.—Nov. 17 
Jessie L. Stevenson Memphis, Tenn.—Nov. 17-22 
Louise M.Suchomel Indiana—Nov. 3-16 
Edith Wensley Boston, Mass.—Nov. 17 
October field trips, arranged after the October 
magazine went to press, included: Katharine G. 
Amberson—Ashville, N. C.; Sybil H. Pease—Wash- 
ington, D. C.; M. Olwen Davies—Washington D. C.; 
Sarah A. Moore—Duluth, Minn.; Dorothy E. Wies- 
ner—Newark, N. J. 


FRIENDS ARE DOING 


Maplewood, N. J., has been appointed to VNA Cen- 
tral Office nursing staff as a specialist in community 
nursing . . . Margaret Varley, who served with 
UNRRA is now on the staff of the European regional 
office of the Rockefeller Foundation . . . Elizabeth 
Hilborn, president of the Michigan SNA and super- 
visor, Hillsdale (Mich.) County Health Department, 
has been elected president of the Board of the 
Michigan Nursing Center Association; Emilie G. 
Sargent, vice president . . . Portia Irick is the new 
director of public health nursing in New Mexico . . 

Frances M. Frazier has been appointed instructor 


(Continued on page 584) 
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NEWS AND VIEWS 


On Nursing 


NLNE CONVENTION 

Some 470 persons registered at the 53rd annual 
League convention in Seattle, Washington, Septem- 
ber 8-11. Shortening the period of meetings by one 
day to allow members to reach Chicago by Saturday 
for the ANA House of Delegates made the days and 
evenings full. However, many conventioners did 
somehow manage a few hours here and there to 
enjoy the scenic beauty of Mount Rainier and the 
Puget Sound area. 

The general theme of the convention was “Nurs- 
ing Education for Public Service.” Many outstanding 
speakers presented papers. Conventioners were told 
throughout the week that nursing is truly a profes- 
sion and as such the education of the nurse must 
include (1) familiarity with the heritage of the past 
(2) understanding of her position as a social being 
and her privileges and responsibilities in this social 
setting and (3) knowledge and skills to enable her 
to earn a living. In a thrilling session for all, 
Dr. Esther Lucile Brown gave her preliminary re- 
port (to be published in the November American 
Journal of Nursing) and reaffirmed our belief in 
the professional status of nursing. Dr. Brown had 
approached her project from the angle of the com- 
munity and its needs. Who should be responsible 
for securing and preparing persons to supply these 
needs ? 

Another important topic was the structure study. 
League members felt almost unanimously that a 
joint committee of the six organizations should con- 
tinue study of the structure and consider next steps. 
The League endorsed the report of the Joint Com- 
mittee to study the Rich Report with some minor 
revisions in methods of carrying out the recom- 
mendations of the committee. 

Recruitment of student nurses was considered. 
Several more sessions were devoted to practical pro- 
cedures in the integration of public health into the 
general professional curriculum; problems encoun- 
tered in superimposing a professional program on the 
immature student; and the curriculum of the school 
for practical nurses. 

A refreshing interlude in the consideration of 
serious problems in nursing education was the wel- 
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coming of the Territory of Hawaii Nursing League 
to membership in the national organization. Laden 
with leis Mrs. Mildred Pinner flew from Honolulu 
for the occasion and remained throughout the week 
a not only decorative but also an alert and active 
member of the League. 


NURSE AWARDED MEDAL 

Mrs. Elmira Bears Wickenden, executive secre- 
tary of the National Nursing Council for War Service 
from October 1941 to February 1947, has been award- 
ed the Medal for Merit in recognition of her contribu- 
tion to the war effort of the United States. She is 
the first nurse and the third woman in the nation’s 
history to be so honored. 

The Medal for Merit is awarded by the President 
of the United States to civilians for “exceptionally 
meritorious conduct in the performance of outstand- 
ing services to the war effort of the United States 
and of friendly foreign nations.”” Dr. Thomas Parran, 
surgeon general of the USPHS, presented this award 
to Mrs. Wickenden at a ceremony in Washington, 
D. C., on September 17. 

Mrs. Wickenden has served the nation in many 
capacities, notably as the only nurse adviser of the 
U. S. delegation to the World Health Conference. 
Under her leadership, the Council—composed of 14 
national organizations, developed a program to meet 
the country’s wartime nursing needs. 

She was active in the establishment of the U. S. 
Cadet Nurse Corps in the USPHS, 1943, and the 
eventual recruitment of 179,000 student nurses. She 
also cooperated with the ARC, the USPHS, and the 
Army and Navy Nurse Corps in providing means to 
secure qualified graduate nurses to meet rapidly in- 
creasing demands. Under Mrs. Wickenden’s guidance, 
all national nursing organizations cooperated to meet 
the recruitment and staffing problems of the VA, and 
studies have been outlined, a plan formulated, and 
initial steps taken toward a unified program for 
meeting the postwar nursing service needs of 
America. 

Mrs. Wickenden resigned as executive secretary of 
the National Nursing Council last February but still 
serves on the Committee on Finance. 
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MISS FULTON DIES 

Mary Fulton, director of nurses of the Infant 
Welfare Society of Evanston, Illinois, passed away 
on September 3, 1947, after a six months illness. 

Miss Fulton taught at Loyola University School 
of Public Health. She was an active member of the 
First District Nurses’ Association of Illinois and 
during the war helped with recruitment of nurses 
for the Army. She was a member of the Health 
Committee of the Evanston Council of Social Agen- 
cies. 

Her death is a loss to her community, her agency, 
and the nursing profession. 


SCHOLARSHIPS OFFERED 

On Florence Nightingale’s birthday, May 12, the 
Chicago chapter of the ARC initiated a new program 
—the offering of scholarships to four girls in the 
Chicago area, who want to enter the nursing pro- 
fession. These awards, first of their kind to be 
offered by any Red Cross Chapter in the country, 
have the double purpose of encouraging more high 
school girls to enroll in Red Cross home nursing 
courses, and upon graduation, to become student 
nurses. 

In the selection of winners, a committee reviewed 
the applications of 47 candidates, one from each of 
the 47 Chicago schools giving the Red Cross home 
nursing course. Ten were chosen, first to be approved 
by the nursing schools they wished to attend, then 
to take the nursing aptitude test. The four with the 
highest scores won the 1947 scholarships. The chapter 
expects to offer these scholarships annually to senior 
high school girls on the basis of need and scholastic 
ability. 


From Far 


@ Frances Payne Bolton School of Nursing, Western 
Reserve University, has expanded its teaching pro- 
gram in public health nursing this fall. Lucia M. 
Sweeton, former associate public health nursing 
consultant with the USPHS, has been appointed 
assistant professor of public health nursing, and Ida 
B. Sommer, lecturer in nursing education at the 
University of Utah, assistant professor of nursing 
in the advanced professional nursing program. 

Expansion of the public health nursing program 
was made possible under a $57,950 grant from the 
W. K. Kellogg Foundation for the purpose of ex- 
tending the program of instruction in public health 
nursing, conducting special research projects in 
nursing education, and developing a course for grad- 
uate nurses in pediatric nursing. 

The grant has also made it possible for the Univer- 
sity to extend its teaching programs for public health 
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NEW RED CROSS BLOOD PROGRAM 

Evelyn T. Stotz, former lieutenant-commander 
in the U. S. Navy Nurse Corps, has been appointed 
nursing director of the National Blood Program of 
the American National Red Cross. She will supervise 
all nursing phases of a far-reaching new program 
to provide blood and blood derivatives for medical 
use throughout the nation. 

Approximately 1,400 nurses will be employed at 
peak of this program. Long-range plans call for 
establishment of approximately 140 major metro- 
politan centers across the country, 200 secondary 
centers for isolated communities, and several hun- 
dred mobile units for rural and suburban areas. In 
each ARC area office a nurse will serve as assistant 
director of nursing services in charge of the blood 
program. 

In inaugurating the program which aims at pro- 
curement of 3,700,000 pints of blood annually, six 
major centers will be established during the next 
few months at geographically representative points 
from coast to coast. Mobile units will be utilized 
soon thereafter, and within three years, the secondary 
centers are to be established. 

In major and secondary centers senior nurses 
will serve as first assistants to the physicians in 
directing the operations of the centers. In the mobile 
units the senior nurses will also act as first assistants 
to the physicians in carrying out the unit program. 

During emergencies in the blood program centers 
and in mobile units, volunteer Red Cross nurses will 
assist. At all times, other volunteer units of Red 
Cross chapter programs, including nurse’s aides, 
Gray Ladies, canteen corps, staff assistants, and motor 
corps will give general assistance. 


and Near 


nurses in service to other cities. Classes started at 
St. Elizabeth’s Hospital in Youngstown, Ohio, Sep- 
tember 25, under the direction of Ellen L. Buell, 
professor of public health nursing at Western Re- 
serve, and formation of classes in other Ohio local- 
ities is also contemplated. 

The expanded program is designed chiefly to ac- 
commodate experienced public health nurses now 
in service who wish to study for administrative or 
supervisory positions. Eligible nurses must have 
been graduated from accredited schools of nursing, 
have a general education sufficient for college en- 
trance requirements, and a demonstrated ability as 
practitioner in the field of public health nursing. 


@ Vanderbilt University School of Nursing is offer- 
ing an intensive course in teaching nursing with 
emphasis on ways and means of incorporating the 
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social and health aspects of nursing. The course is 
designed for the primary purpose of preparing grad- 
uate nurses in hospitals, schools of nursing, and 
public health agencies for teaching positions. Appli- 
cants for admission should hold the baccalaureate 
degree. Scholarship aid is available. 

For further information write: Office of the Dean, 
School of Nursing, Vanderbilt University, Nashville 
4, Tennessee. 


@ The American National Red Cross offers excellent 
employment opportunities for graduate nurses as 
instructors and field representatives. Openings are 
available in various sections of the country. Salaries 
are commensurate with training and experience. In- 
quiries should be directed to Norman A. Durfee, 
National Director, Personnel Service, National Head- 
quarters, American Red Cross, Washington, D. C. 


@ Among the fine libraries destroyed by wartime 
bombing is that of the Technical Institute of Fin- 
land, Teknillinen Korkealu. Dr. Martti Levon, direc- 
tor, would welcome gifts of scientific and technical 
books and periodicals from America to help replace 
those destroyed. Contribution of such volumes would 
be a practical act of friendship to a nation that 
regards America highly. 

All books should be marked “For the Institute 
of Technology, Helsinki,” and sent to the Finnish 
Legation, 2144 Wyoming Avenue, N. E., Washington, 
D. C. Dr. K. T. Jutila, the Finnish Minister, will 
arrange for shipment to Finland. 


British Doctors and Compulsory Health Insurance 
—British medical opinion concerning the British 
health insurance system is quoted by Gertrude 
Hytchinson in the Summer 1947 Physicians Forum. 
According to an official of the British Medical Asso- 
ciation (his replies were approved for publication by 
BMA), the standard of medical care in Great 
Britain has not deteriorated, on the contrary health 
insurance has encouraged refresher courses, and 
stimulated great interest in scientific developments. 
British doctors feel the State does not interfere with 
their practice of medicine, the profession being its 
own master in relation to practice. The doctor 
negotiates directly with the Minister of Health, and 
no third party intervenes between doctor and pa- 
tient. The patient is protected by the insurance 
committee of the area with whom he can lodge 
complaints. Complaints are not numerous, perhaps 
two or three a year. People accept health insurance 
as part of social security. There has been a steady 
increase of doctors participating, with today probably 
5 percent of general practitioners outside the serv- 
ice. Very few have dropped out voluntarily or have 
been removed. The greatest quarrel doctors have 
with the State is the inadequacy of panel pay, es- 
pecially now with the increased cost of living. BMA 
also feels the service is limited and should be ex- 
tended to cover dependents of the insured. A panel 
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doctor’s practice is about half his total practice. 

In summarizing, the BMA official said: “No re- 
sponsible person, doctor or of the laity in the 
country, whatever his political views, is opposed to 
National Health Insurance or would advocate going 
back from the present. On the contrary, the aim 
is to increase the service, for health insurance is 
an accepted part of the social service of the country.” 


Management of Hay Fever—Either specific de- 
sensitization or a pollen-free environment is the 
most effective known treatment of hay fever. So 
states Dr. Giles A. Koelsche in Proceedings of the 
Staff Meetings of the Mayo Clinic, August 20, 1947. 
A main objective is to keep at a minimum the con- 
tact between patient and pollen. This problem, or 
environment control, can be approached by preven- 
tion of pollination of hay-fever-causing plants, send- 
ing the patient to a resort in which the air pollen 
count is low and by using a pollen-free room. 

Another main objective in treatment is to increase 
the tolerance of the patient to the pollen which 
causes his symptoms, by a process of desensitization. 
This is the administration of gradually increasing 
doses of pollen extracts until the largest dose tolerated 
by the patient is reached. Fifteen to 20 injections 
are generally required before this maximal dose is 
reached. Since these are given at intervals of from 
4 to 7 days, treatment should be started at least 8 
weeks before the hay fever season starts. If a 
patient responds well to this treatment, it may be 
advisable to give the maximum dose at intervals 
of 4 weeks throughout the winter to maintain the 
immunity established. This perennial treatment 
is more likely to induce permanent immunity. 

Constitutional reactions are always a possibility 
in desensitization, but do not occur frequently and 
are rarely serious. 

Many drugs have been used for symptomatic re- 
lief; few have been of consistent value. The anti- 
histaminic drugs, benadryl and pyribenzamine hy- 
drochloride have been used to good advantage in 
recent years, and older drugs include vitamin C in 
large doses, potassium chloride, ephedrine hydro- 
chloride and sodium amytal capsules. 

Patients who prefer just symptomatic treatment, 
and who do not have asthma, may be treated with 
an antihistaminic; severe hay fever associated with 
seasonal asthma should be treated by desensitization 
supplemented with symptomatic treatment. 


Mental Response to Added Thiamine—During 
three periods of time between May 1941 and Sep- 
tember 1944, the effect was observed of daily sup- 
plementation of the dietary of an orphanage with two 
milligrams of thiamine per child. Thirty-seven to 
fifty-five carefully matched pairs of children were 
used, one member of each pair receiving thiamine 
and the other an indistinguishable placebo. No par- 
ticipant, child or adult, had knowledge concerning 
the group to which any child belonged. 
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At different intervals measurements of performance 
were made. These included acuity of vision, skills 
at games, reaction time, reading, arithmetical pro- 
cesses, memorizing and forgetting, intelligence tests, 
and other recognized procedures in current use by 
psychologists. 

In the first period, six weeks, the vitamin-fed group 
made superior average gains in performance in every 
one of the eighteen test tasks. 

In the second period, one year, fifteen activities 
were used and the vitamin-fed group again surpassed 
the control group in gains in performance in every 
activity. 

In the third period, again one year, unknown to 
the participants, twenty pairs of children were con- 
tinued on the same regimen as in the previous year 
while twenty pairs were so reversed that those who 
had received thiamine now received a placebo and 
vice versa. The unreversed pairs continued to show 
superiority of average performance for the thiamine- 
fed group in all eleven tests used; the reversed pairs 
showed reversals of superior gain in seven activities 
but failed to show adverse effects because of with- 
drawal of thiamine in intelligence tests, educational 
achievement, reaction time, height or weight gains. 

It is clear, says Dr. Ruth F. Harrell, in the Journal 
of Nutrition, March 1946, that the results of thiamine 
supplementation are not sufficiently great to be ob- 
servable over short periods of time with respect to 
all measures of performance. The cumulative effects 
throughout a lifetime, however, may nevertheless 
spell the difference betwen alert, successful living and 
a marginal effectiveness. 


Conception Control and the Medical Profession— 
In an attempt to determine what the doctors of 
the United States actually think and do about con- 
traception a questionnaire was sent to 15,000 physi- 
cians, approximately 6,000 gynecological and ob- 
stetrical specialists, and 9,000 general practitioners. 


What Members and Friends Are Doing 


(Continued from page 580) 


in public health nursing in the Department of Public 
Health Practice the Harvard School of Public 
Health—the first appointment of a public health 
nurse to the staff of the school. 

Latis M. Campbell has recently gone to Washing- 
ton as public health nurse coordinator at Freedmen’s 
Hospital . . . Mary Emma Smith, chief orthopedic 
nursing consultant, Arkansas Department of Public 
Welfare, resigned on September 1 


of 


.. . Theresa Jen- 
niges has been appointed director of public health 
nursing services of the Division of Local Health 
Administration of the Kansas State Board of Health 
... Alice territorial nursing 
Welfare 
. S. S. Lifson is new 


Girard has become 
supervisor of the Health and 
Canadian Head Office, MLI . . 


Division, 
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The latter were selected according to geographic 
area and community size, to obtain a cross-section 
survey of the whole country. There were 3,381 
completed replies upon which sample the study is 
based. After careful analysis it is felt by Alan F. 
Guttmacher, M. D., of Johns Hopkins, that the 
sample discussed in the March 1947 Human Fertility 
was representative and not selective. 

He draws the following conclusions: The teaching 
of contraception in medical schools is inadequate. 
Demands for contraceptive advice were made on 9 
of 10 physicians replying; upon 6 of the ten the 
demand was made frequently. Child spacing, eco- 
nomic pressure, and the desire for family limitation 
were the three commonest reasons for seeking contra- 
ceptive advice. Physicians approved of contraception in 
the following medical problems, in the order named: 
cardiac disease; pulmonary, renal, nervous and men- 
tal disease; great multiparity, hypertension; diabetes; 
exophthalmic goiter; inheritable disease or mal- 
formations; recent pelvic operation; general debil- 
ity and anemia; and venereal disease. 

More than 80 percent approved of contraception 
for child spacing. The average minimum safe interval 
between children was considered to be 23 months by 
the respondents; they also felt that six months 
should elapse between a spontaneous abortion and 
the initiation of another pregnancy. Doctors were 
almost as approving of contraception for economic 
reasons and marital adjustment as they were for 
medical indications. Half of the respondents pre- 
scribed contraceptives frequently, while another quar- 
ter prescribed them occasionally. Preferred method 
was the diaphragm with jelly or cream; the condom 
was second choice; other popular methods are rhythm 
and jelly or cream alone. Others are rarely prescribed. 
The frequency with which a method is prescribed 
was the product of two factors, trustworthiness and 
patient acceptability, the doctor often compromising 
with the former because of the latter. 


assistant director for community organization with 
the National Health Council ... Gertrude E. Hodge- 
man has been appointed executive secretary of the 
Saratoga (N. Y.) County Tuberculosis and Public 
Health Association. 

New appointments announced by the American 
Red Cross are: Ann Magnussen, director of disaster 
nursing and enrollment; Annabelle Petersen, assistant 
director of enrollment; Eula B. Butzerin, assistant 
director of home nursing; Ellen L. Aird, educational 
consultant in home nursing; Ella B. Gimmestad, 
assistant director of nursing in charge of technical 
aspects of the Nurse’s Aide program. Jeanie Adker- 
son has been appointed nursing director in South- 
eastern Area office, Atlanta, Ga.; Frances Crouch, 
director, North Atlantic Area; Irene Thompson, 
Pacific Area Office Nursing Service San 
Francisco, Calif., covering eight states and Alaska. 
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The Ads Have It 


The poet has said, “if winter comes, can 
spring be far behind?” Ah! now autumn 
comes, will dreary winter be far behind? But 
cheer up—this is the winter of splendid uni- 
forms. Have you seen the new NOPHN regu- 
lation serge suit and topcoat? Bruck’s Nurses 
Outfitting Co., 387 Fourth Ave, New York 16, 
N. Y., Hopkins Tailoring Company, 107 W. 
Fayette St., Baltimore 1, Md., and Smith-Gray 
Corporation, 740 Broadway New York 3, N. Y., 
all have been approved to manufacture these 
and all are doing an excellent job. They'll also 
sell you an overseas cap in whipcord to add a 
jaunty air to your new apparel. If an over- 
seas Cap isn’t quite your style, Dobbs Hat Com- 
pany, 417 Fifth Ave., New York 16, N. Y., has 
the tailored brimmed hat chosen by the uni- 
form committee. Now you are arrayed in 
beauty for outdoor comfort. Have you seen 
the winter dress? Functional, it is also smart 
and appealing. Altro Work Shops, 1021 Jen- 
nings St., New York 60, N. Y., and Bruck’s 
have this. Hopkins Tailoring Company will 
soon have it too. Winter is faced with a 


smile by Miss Public Health Nurse of 1947. 

For a more serious approach to life and nurs- 
ing, let’s turn to the book publishers. The 
Macmillan Co. of New York has just pub- 
lished a completely revised edition of H. C. 
Sherman’s Food and Health. Putnam will soon 
issue Mary E. Chayer’s Nursing in Modern Society. 
The long awaited volume The Practical Nurse by 
Dorothy Deming has appeared, in the hand- 
some format we expect from the Common- 
wealth Fund, New York. An outstanding con- 
tribution to the field is Drs. W. Overholser and 
W. V. Richmond’s Handbook of Psychiatry, pub- 
lished by J. B. Lippincott, Philadelphia. From 
C. V. Mosby Co. in St. Louis, we have the sec- 
ond edition of Dr. F. H. Top’s Communicable 
Diseases. McGraw-Hill gives us this fall Fatigue 
and Impairment in Man by Bartley and Chute, 
and Lulu K. Wolf’s anticipated Nursing is pre- 
sented to the profession by D. Appleton-Cen- 
tury Co., New York. W. B. Saunders Company, 
Philadelphia, contributes Diabetes and_ the 
Diabetic in the Community by Mary E. Tangney. 


BEFORE DECEMBER 31 - 


One Year Subscription 
Two Year Subscription — 
Membership-Subscription 
In combination with American Journal of 
ADDITIONAL NEW SUBSCRIPTIONS IF ORDERED 


Send your order to 


National Organization for Public Health Nursing 
1790 Broadway, New York 19, N. Y. 


SPECIAL CHRISTMAS SUBSCRIPTION OFFER 
Send a message of good health 12 times a year—by a sub- 
scription to Public Health Nursing 


To nurses—to members of health committees or councils—to your own town library or 
hospital—to others interested in personal and community health. 


—each 3.00 
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NEEDED BY EVERY PUBLIC HEALTH NURSE 


These Outstanding Books on Public Health 


Designed to Provide You Information 
Essential to Your Practice 


INTRODUCTION 
TO PUBLIC HEALTH 


Harry S. Mustard, M.D., Professor of Public Health 
Practice, Columbia 

An important source book defining 
basic principles and practices of public 
health. This text provides a means of 
quick and easy reference to information 
not previously available in one concise 
volume. Written by a man who has had 
wide experience in this field, the second 
edition offers an authoritative and un- 
derstandable analysis of current public 
health problems, and trends. 


THE PUBLIC HEALTH 
NURSE IN ACTION 


Marguerite Wales, R.N., F.A.P.H.A., Nursing Edu- 
cation Consultant, W. K. Kellogg Foundation, 
Battle Creek, Michigan 


This book brings you the public health 
nurse actually at work. Each chapter 
opens with a description of the problems 
in some one phase of public health. This 
is followed by a brief discussion of ad- 
vances that have been made in this 
phase and the opportunities that are 
open to the nurse. The rest of the chapter 
is devoted to case studies, reported 
largely in dialogue form, illustrating the 
application of important nursing princi- 


2nd Ed. $3.50 ples. $3.75 


COMMUNICABLE DISEASE CONTROL 


Gaylord Anderson, M.D., Professor and Head, Department of Preventive Medicine and 
Public Health, University of Minnesota 


Margaret Arnstein, R.N., M.P.H., District Supervising Nurse, N. Y. State Department of 
Health 


Designed for the worker in the field as well as for the student, this book 
combines the point of view and approach of both the health officer and the 
public health nurse. For the most part, emphasis is placed on those control 
procedures that protect the population as a whole rather than as individuals. 
The authors have discussed those diseases of the greatest interest to most com- 
munities in the U. S. and Canada and the most important aspects of their control. 


$5.00 


THE MACMILLAN COMPANY 
60 Fifth Avenue New York 11, N. Y. 
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The Story of 
Menstruation 


@ 10-minute color 
movie with 


SPONSORED BY KOTEX* PRODUCTS 


of adolespent 

menstruation. im plishes the extraor- 
di feat of teaching something essentially 
serious while ing an air of good cheer and 
i umor. It 


should of course be 
guide and by the phiets ‘Very Perso 
Yours’ for individual distribution.” 


of ’46. In city after city, school systems are 

tering their approval by showing the film to 

girl in all junior and senior hig! ools. 
teacher 


As one 
trays beautifully and unemoti 


Get these Training Aids FREE 


Very Perso 
nall 
booklet based 
supplementary 
for review and ref-" 
. Order one for each 
student seeing the film. 


Menstrual Physiology 
large, full-color chart for 
the use. Supplements 
Illustrates the 
diagrams. 


schools. 
nted, “The picture por 
ional 


Teachers welcome it — The Story of Mensirua- 
tion was filmed to help teachers create a normal, 


s of students since its release in November 


every 


a normal girl’s life. It covers jn ten short minutes 

far more subject matter than a teacher cou 

handle in forty-five minutes, even with careful 

preparation.” 

d —The reaction of students is 

ifying. Girls participate in discussion 
i freely — with no trace 


barr 
jshed in the light of scientific fact. And 
d mental health take 


I could have seen such a film when 


hi 
picture jnto your schedule at the right time- 


oT. M. Reg. U.S. Pat 


Department 

on tional Cellucotton Prod 

-- North Michigan Aven ucts Co. 
hicago 11, Illinois sl 


PI 
lease send me free, with the com 


Oo Full details on the movie 


Name... 


Title or Position ......... 


of hundreds of parents 
he film has been § own. 


mater: 
ial pliments of Kotex, 


(PHN-117) 
the following 


The Story of M 

lenstruation. oO copies of 
One : let,‘* of the new book- 
a) = jumbo-size Personally Yours” 
ysiology Chart for class- 


Address... 
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m €Acclaim New Educational Film : 
From THE JOURNAL of the American Medical e a 
Association — “This excellent film The Story of = .- 
vuation iS intended for showing to groups 
hysiology of 
relieving 
consists entirely of animation, beaut? 
and accompanied by carefully worded commen: sense rules 
Tre introduction of this film into the schools the place of rumors and taboos ae! 
nally Parents are enthusiastic glad my daugh- 
tunity of seeing this film. 1 wish 
was a girl’ — 
that has been une 
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eachers How to get prints— 16 mn prints are avail- as = 
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MEAT 
And Nitrogen Balance 


A negative nitrogen balance appears to be associated with many 
more pathologic states than has been heretofore suspected. 

Nitrogen loss, commonly encountered in serious illness and after 
major surgery, is also observed after injury, bone fracture, or 
burns—conditions in which protein breakdown may reach alarm- 
ing proportions. 

Thus a serious chain of consequences may be initiated, since 
protein depletion impairs wound healing and union of fractures, 
predisposes to local and systemic infection, and retards recovery 
in general. 

Nutrition authorities consider a high protein diet as the most 
effective and most physiologic therapeutic measure to achieve 
nitrogen balance. 

Meat is an excellent source of protein not only because the 
contained protein is biologically complete, capable of satisfying 
the body's protein needs, but also because its protein content is 
high. In most conditions associated with negative nitrogen bal- 
ance, oral feeding of protein foods is not only possible but desir- 
able. For this purpose, meat is a valuable food since it is eaten 
with pleasure two or more times a day if necessary. Of utmost 
importance, especially in the presence of disease, all meat is from 


96 to 98 per cent digestible. 


The Seal of Acceptance denotes that the nutri- ga, 
tional statements made in this advertisement 
are acceptable to the Council on Foods and 
Nutrition ofthe American Medical Association. 


as 


AMERICAN MEAT INSTITUTE 


MAIN OFFICE, CHICAGO... MEMBERS THROUGHOUT THE UNITED STATES 
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And Reference Books for Public Health Nurses 


CHILDREN FROM 
SEED TO SAPLINGS 


By Martha May Reynolds 
337 pages, 5'2 x 8, illustrated. 


NURSE - PATIENT 
RELATIONSHIPS in PSYCHIATRY 


By Helena Willis Render, R.N. 
346 pages, 6 x 9, illustrated. $3.00 


SOLUTIONS AND DOSAGE 
By Sara Jamison, R.N. 


$2.75 


295 pages, 52 x 8, 62 illus. $2.50 
PRACTICAL PSYCHIATRY 
AND MENTAL HYGIENE 

By Samuel W. Hartwell, M.D. 

439 pages, 6 x 9. $3.75 


COUNSELING IN 
SCHOOLS OF NURSING 


By H. Phoebe Gordon, Katharine J. Dens- 
ford, R.N., and E. G. Williamson 


279 pages, 5'2 x 8. $3.00 
BODY MECHANICS 
IN NURSING ARTS 

By Bernice Fash, B.P.E. 

130 pages, 6 x 9, 135 illus. $2.75 


MUNICIPAL AND 


RURAL SANITATION 


By Victor M. Ehlers and Ernest W. Steel 
449 pages, 6 x 9, 132 illus. $4.50 


HEALTHFUL LIVING 
FOR NURSES 


By Harold S. Diehl, M.D., and Ruth E. 
Boynton, M.D. 


534 pages, 5% x 8%. $2.75 
CAREERS FOR NURSES 

By Dorothy Deming, R.N. 

358 pages, 6 x 9, illustrated. $3.50 


A PSYCHOLOGY OF GROWTH 


By Bert I. Beverly, M.D. 
235 pages, 5% x. 8. 


FATIGUE AND 
IMPAIRMENT IN MAN 


By S. Howard Bartley, Ph.D., and Eloise 
Chute, M.A. With a foreword by A. C. 
Ivy, Ph.D., M.D. 

429 pages, 6 x 9, 60 illus. $5.50 


PSYCHOLOGY OF INFANCY 
AND EARLY CHILDHOOD 


By Ada Hart Arlitt 
492 pages, 5% x 8. 


$2.50 


$3.75 


For further information about any of these books, 
or a complete catalog, 


write to 


McGRAW-HILL BOOK COMPANY, Inc. 


Health Education Department 


330 West 42nd Street 


New York 18, N. Y. 
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‘HoT: THERAPY 
IN PATIENT'S HOMES! 


THE VOLLRATH POLIO-PAK HEATER 
NOW IN PORTABLE SIZE 


Stands 204 inches high; fits 
space 16 inches square. Com- 
plete with Stainless Steel “Pak- 
Pail,” rubber crutch-feet, 6 ft, 
electric cord. Weighs only 23 
Ibs. 


ADVERTISED 


Amt RICAN 
MEDICAL 
ASSOCIATION 
PUBLICATIONS 


Now—for the first time—visiting nurses can 
easily administer efficient hot-pack therapy 
to patients in their homes. Can combat the 
crippling effect of poliomyelitis by continuing 
treatment started while the afflicted were con- 
fined in hospitals! The new, portable Vollrath 
Polio-Pak Heater enables you to bring into 
any electrically wired home the same safe, 
simple method of preparing hot packs in quan- 
tity as Vollrath’s proven hospital unit. 
Vollrath’s portable is a complete unit, sim- 
ple to operate without tedious, time-consum- 
ing training or heavy expense. A nurse can 
prepare fifteen 12” x 24” double-thick hot 
packs—or equivalent—at one 
time. Can prepare and apply packs 
at patient’s bedside — without 
fuss, needless labor, or loss of time. 
Made of polished Stainless 
Steel, with no moving parts to 
wear out, the Vollrath Portable 
Polio-Pak Heater is built for 
years of service. Prompt delivery! 


SHEBOYGAN, WIS. 
NEWYORK + CHICAGO + LOS ANGELES 
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wed 
~ Grapefruit 


Foodenergy...225 cal, 
Protein......5 2.6 gf 
Carbohydrate . 52.6 
Calcium...... 41 mgt, 
Phosphorus... 66 mgr. 


Net-after-processing 
nutritive values for grapefruit 
juice, and the 40 other commer- 
cially canned foods which repre- 
sent over 44% of our national 
canned food consumption, are 
now available in booklet form. 


Vitamin A.... 05 mgr. 
Thiamine..... .179 mgt 
Riboflavin... . .097 mgr. 
Niacin....... 
Ascorbic Acid. 168 mgr. © 
Calcium Panto- 
thenate..... 


CONTINUING RESEARCH PROJECT conducted at several of 
America’s leading universities is now in its sixth year. This 
project is sponsored by the National Canners Association and 
the Can Manufacturers Institute. 

‘ “Canned Foods in the Nutritional Spotlight,” the new 
booklet, condenses much of this research, tabulates nutritive 
values by individual foods, and charts foods by rank as sources 
of six chief vitamins, three minerals, fat, protein and carbohy- 
drates. It is concise reference material on 41 commercially 
canned foods. (For free copies, address: Can Manufacturers 
Institute, Inc., 60 East 42nd Street, New York 17, N. Y.) 

In using these figures, remember that they are net-after- 
processing, giving average ready-to-heat-or-eat values for 
foods in cans. 

It is evident from these studies that the lengths to which 
today’s canning industry goes to protect and preserve nutritive 
elements show impressive results. We believe you will agree 
that, on their merit, canned foods should be highly regarded 
as a means of promoting better national nutrition. 


Write for Can Manufacturers Institute, Inc. 
your free 


copy today 60 East 42nd Street, New York 17, N. Y. 


NO OTHER CONTAINER PROTECTS LIKE THE CAN 
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An amino acid product 
your patients will like 
to take 


VIPEPTOLAC—A delicious chocolate-flavored protein food supple- 
ment. Vipeptolac combines amino acids, essential vitamins, iron 
and folic acid—and it tastes good. Mixed with milk or other liquids, 


Vipeptolac makes a delicious drink. 


PROTEIN 
HYOROLY SATE 
COMPOUNDS 


Calcium . 

Phosphorus 

Sodium . . 
Moisture ..... 
Vitamin A . 


Riboflavin. . ..... 
Niacinamide . . 
Ascorbic Acid 

Folic Acid . 


Amino acid and polypeptide nitrogen. . . 


Iron (as ferrous sulfate) . 


EACH 100 GRAMS OF VIPEPTOLAC PROVIDES: 
Protein, polypeptides and amino acids (alanine, arginine, aspartic acid, cystine, 
glutamic acid, glycine, histidine, hydroxyproline, isoleucine, leucine, lysine, methionine, 
phenylalanine, proline, serine, threonine, tryptophane, tyrosine and valine) 50 Gm. 


7% 

3.6% 

37 Gm. 

9 Gm. 
1.2% 

1% 

0.35% 


8000 U.S.P. units 
800 U.S.P. units 


Protein Hydrolysate Compound 


WYETH INCORPORATED Wyeth PHILADELPHIA 3, PA. 
® 
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_ Vipeptolac. , 
| 
Thiamine Hydrochloride... . 6 mg. 
. 


PUBLISHED AUGUST 1947 


NURSING 


LULU K. WOLF, R.N.. 
Professor of Nursing, Vanderbilt Univer- 
sity School of Nursing — 


A SIMPLIFIED YET COMPREHENSIVE 
CLASS TEXT IN THE AREA OF THE 
NURSING ARTS 


INCORPORATES THE WAYS AND 

MEANS OF INTEGRATING MODERN 

PUBLIC HEALTH PRINCIPLES INTO 
BASIC NURSING EDUCATION 


SOME COMMENTS BY NURSE EDUCATORS 


‘‘A very simply and interestingly compiled book which seems to touch 
upon every phase of nursing care necessary to the introductory course 
in nursing arts.” 


“T think this is an ideal book for the beginner student.” 
“The latest ideas on treatment and nursing care of patients are included.” 
“No other nursing text has as good an introduction to the profession.” 


“The parts on orientation to nursing, hospital nursing and patient care 
are excellent.” 


“Very well organized and has illustrations that are a joy after so many 
of the ancient ones we have had to put up with.” 


534 PAGES — 203 SUPERIOR ILLUSTRATIONS — $3.50 


Published August 1947 by 


D. APPLETON-CENTURY COMPANY 
35 W. 32nd Street, New York 1, N. Y. 
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... But 
you ought 


to see her 
Mother! 


Mother's eyes are big as saucers, too. . . especially when she watches 
her baby enjoy spoon after spoon of cereal. But why the big surprise? 
After all... 


90% of the babies who start on Gerber’s Cereals—stay with them 
according to a recent survey. 


What's your guess? Why do so many babies continue happily with 
Gerber’s Cereals—usually their first solid food after milk? 


Here are some hints: extra fine texture and such pleasing flavors. And 


let’s not overlook the appetite-tempting variety of Gerber’s Cereal 
Food, Strained Oatmeal and Barley Cereal. 


No wonder it’s easier for mothers when doctors say, “Keep giving 


baby his added iron, calcium and B-complex vitamins with Gerber’s 
Cereals.” 


Free! Samples of Gerber’s 3 special 
Baby Cereals, plus professional ref- 
erence cards. Write to Dept: PN11-7, 
Fremont, Mich. 


erber’s 


BABY FOODS 


Fremont, Mich. — Oakland, Calif. 
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business: 


This is de luxe white sauce—a newsy recipe for 
advanced class demonstration, and a base for so- 


phisticated party dishes to serve in your own home.* 


Compare Nucoa with other types of fat most commonly used 
in cooking—and score for flavor. You may be surprised! 


Take white sauce, for instance, as 
a good food for testing the flavor 
of the fat. Try the above recipe 
three ways—(1) using Nucoa 
Margarine, (2) substituting the 
most expensive spread for bread, 
(3) substituting a popular hydro- 
genated shortening. Conduct a 
blind taste test in your classroom, 
or among your friends. You'll be 
interested in the flavor preferences. 
When leading newspaper food 
editors in New York City recently 
participated in a similar test, the 
score (kept by one of them) was 


a tie between Nucoa and expen- 
sive spread for bread for four- 
fifths of the tasters, while one- 
fifth voted for the shortening- 
made sauce. 

THERE’S NOTHING HAPHAZARD 
about Nucoa’s fine flavor and food 
value. 15,000 U.S.P. units mini- 
mum of Vitamin A are guaranteed 
in every pound. 175 laboratory 
tests daily insure this Vitamin A 
richness, as well as Nucoa’s uni- 
formly appetizing flavor and tex- 
ture. That’s why —on bread or in 
cooking —Nucoa is always good. 


FREEL *Special Recipe Sheet 
giving five delicious variations of 
Fluffy White Sauce. Sheet fits 
standard notebook. Write The Best 
Foods, Inc., Department K-11, 88 
Lexington Ave., New York 16, N.Y. 


Nutritious NUCOA 


50 good melts in your mouth? 


**wucoa’’ REG. U.S, PAT. OFF. 
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New Dependability... 
New Rapidity Action 


Quickly Lethal for 


The Sarcoptes scabiei 
of scabies 


Pediculus humanus 


in the control of 


SCABIES and PEDICULOSIS 


Kweli Ointment establishes a new high in 
therapeutic efficacy in the treatment of 
scabies and pediculosis. Its action is rapid, 
dependable, and positive. Pleasant to use, it 
produces no troublesome or disabling skin 
reaction or dermatitis. One application usually 
suffices for complete eradication; a second 
application is usually not required. Kwell 
Ointment contains 1% of the gamma isomer 
of 1,2,3,4,5,6-hexachlorocyclohexane in a 
vanishing cream base. At all pharmacies. 
Samples and literature on request. 


CSC 


A DIVISION OF 


(OMMERCIAL SOLVENTS (ORPORATION 


17 E. 42nd Street New York 17, 


Supplied in 2 oz. and 1 Ib. jars 


5 
Ls 
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about Junior's monthly report ? 
("Effort, poor. Seems to lack interest’) 


Check up 


on Junior's breakfast! Child, or 
adult, the MIND works better when 
the body is well nourished ! 


we? 


5 


ceReAL ral ay 
(or fortified margarine ) 3 


+«.for good health and good marks | 


A GENEROUS BOWLFUL* 
of Grape-Nuts Wheat-Meal with milk and 
suger supplies 200 calories and I|% of the 
protein™ required daily by an adult. 21%. 
of the calcium ... 13 % of the iron...12% 
of the riboflavin ...20% of the thiamine 
and 11% of the niacin ** 


Grape-Nuts Wheat-Meal (ioz.), milk (40z), sugar (1 tsp.) 
Protein based on 70g., niacin based on I5 mg 


33 


Hot or cold, EVERY POST CEREAL is either WHOLE GRAIN 
o or restored to WHOLE GRAIN VALUES in the important 


nutrients: iron, niacin, and thiamine. 


POST CEREALS ARE PRODUCTS OF GENERAL FOODS 
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The years melt away 


( as the years always do ) 


As your years dwindle down—as everybody's 
must—you’ll need more than affection and 
companionship. 

You'll need a place to live and food to eat. 
Which means you—not the family next door, 
but you—will need money. 

There’s only one way for most of us to get 
money—that’s to save it. 

And for most of us, too, the best way to save 
money is through U. S. Savings Bonds. 

Because U. S. Savings Bonds are the most 
easily available investment. Every bank sells 
them. Every post office sells them. 
AND—which is most important—you can buy 
them regularly and automatically... which helps 
overcome human inertia and reluctance to save. 


To do so, you just sign up for the Payroll 
Savings Plan where you work, or for the Bond- 
A-Month Plan at the bank where you have a 
checking account. Then they really pile up. 

Of course, there are other reasons for buying 
U. S. Savings Bonds. 

They’re SAFE. Backed by the credit of the 
United States, that’s all. 

They're PROFITABLE. You get 4 dollars out 
for 3 put in, after 10 years. 

They’re LIQUID. Like water. You can get your 
cash out of them at any time... in a few min- 
utes .. . without penalty. 


Remember those words “melt away.” They 
say better than a volume of statistics that you 
have less time than you think, to save. 


Save the easy, automatic way ... with US. Savings Bonds 


Contributed by this magazine in co-operation 
with the Magazine Publishers of America as a public service. 
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The Vanderbilt University 
School of Nursing 


Offers the following courses: 


INTENSIVE COURSE IN TEACHING 
NURSING, with emphasis on ways and 
means of incorporating social and health 
aspects of nursing. 


INTENSIVE COURSE IN 
WARD MANAGEMENT 


SUPPLEMENTARY COURSE FOR 
GRADUATE NURSES, for study and prac- 
tice in all basic clinical areas. 


For information write 


DEAN, SCHOOL OF NURSING, 
VANDERBILT UNIVERSITY, 
NASHVILLE 4, TENNESSEE 


With pure, unflavored Knox 
Gelatine, it is easy to prepare 
foods within the limits of a pre- 
scribed diet that look attractive 
and taste good! 


’ FREE! For special dietary litera- 


ture, write to Knox Gelatine, 
Dept. 404, Johnstown, N. Y. 


KNOX GELATINE 


ALL PROTEIN, NO SUGAR 


CUSTOM TAILORS UZ 
SINCE 1845 


740 BROADWAY, NEW YORK CITY 3, N. Y. 


Presents 


The Official NOPHN Uniforms 
SUIT and Year ’round TOPCOAT 


CUSTOMED TAILORED TO YOUR PERSONAL MEASURES 
Write today for illustrated Brochure, Swatches, and Details! 


NOPHN OVERSEAS CAPS Serge, $3.50 Whipcord, $4.00 _ All sizes 
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PROFESSION 


Wear this National Emblem 
of Registered Graduate 
Nurses. Designed by master 
jewelers in gold-plated ster- 
with baked- 
enamel blue cross and white 
border with gold lettering. 
Also available in DeLuxe 
style with slightly smaller 
emblem superimposed on a 


ling silver 


caduceus and wreath. 


R. N. Specialty Co. 
15 East 22nd Street 
New York 10, N. Y. 


Please send me: 


© Regular REGISTERED NURSE insignia pin 


at $2.50 (taxes included) 


© DeLuxe REGISTERED NURSE insignia pin 


at $5.50 (taxes included) 


Enclose check or money order; no C.O.D.'s. 


Registry Number 


A22 


REGISTERED GRADUATE 
NURSES ONLY 


OF SERVICE TO MEDICINE 
FOR PREVENTION + DIAGNOSIS - THERAPY 


e Prevention of disease and 
infection is a primary aim of 
Medicine and Surgery. Iodine 
and its compounds furnish 
invaluable assistance in the 
achievement of this goal. 


e As an essential element in 
human and animal nutrition 
the use of Iodine, as Iodide in 
lodized Salt, has become an 
established practice in the 
prevention of simple goitre. 

e Suitable Iodine preparations 
serve as a standard of excel- 
lence for preoperative skin 
preparation and for first aid 
use where an antiseptic of un- 
questioned efficacy is required. 
ein the varied fields of pre- 
vention, diagnosis and therapy 
few medicinally endowed elc- 
ments serve such useful pur- 
poses as do Iodine and its many 
compounds and derivatives. 


EDUCATIONAL 


BUREAU, Inc. 


4 120 BROADWAY, NEW YORK 5,N. Y. 3 
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For practical 
instruction of new 
mothers and fathers 

in maternity centers 
and in the home .. . 


THE CHASE BABY 


EACHING each new crop of mothers 

and fathers to be good parents is a 
big job. For more than a quarter of a 
century, public health nurses have been 
teaching and demonstrating every de- 
tail in the care of children with THE 
CHASE BABY. 


From bathing to dressing, from 
douches to enemata, it gives you the 
means to demonstrate, and it gives new 
mothers the opportunity to practice the 
techniques of modern baby care as you 
explain them. 


Several different models, all life-size, 
waterproofed, repairable, and built for 
years of hard wear. 


For details, write to 


M. J. CHASE CO. 


24 Park Place Pawtucket, R. I. 


© King Features Syndicate. All Rights Reserved 


FROM BABIES ON UP- 
THE QUINTUPLETS 


always used this for coughs of 


CHEST COLDS 


The Quintuplets have always relied on Musterole 
for coughs and sore throat of tight aching 
chest colds. Musterole instantly starts to 
bring such comforting, long-lasting relief! It 
helps break up painful surface congestion, too. 


Musterole offers ALL the advantages of a 
warming, stimulating Mustard plaster, yet is 
so much easier to apply. Just rub it on the 
patient’s chest, throat and back. 


THE ONLY CHEST RUB made in 3 strengths: 
Child’s Mild Musterole for average baby’s skin. 
Regular and Extra Strength for grown-ups. 


DERBAC 
for 


PEDICULOSIS 


Clean up infected heads in one easy and safe 
treatment by using the 
Derbac Tar Medicated Shampoo 
& 
Derbac Comb 
Fill in coupon for full information and 
leaflets. 


If you are unable to obtain the Derbac 
Comb in your vicinity, check this paragraph. 


DERBAC SERVICE—Dept. 11 
334 East 27th Street, New York 16 


Organization 
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Warn 


Prevents 
Painful 
Chafing 


Warner’s* Chafeze* is a soft 
jersey leg shield worn next to 
the skin, either under a girdle 
or by itself. Washable and 
adjustable. It will not slip nor 
slide. Junior and average 
size, $1.25. Large size $1.50. 


Another Warner product is Chafeze* 
Brief, fine for wear with pantie-girdles, 
or in place of panties with girdle or 
corselette. 2 in a box for $1.00. 


In Corset Departments 


THE WARNER BROTHERS COMPANY 
New York 16 Chicago6 San Francisco 8 


\ *Reg. U.S. Pat. Off. 
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pRODUCTS 


Known & APP roved 
by the 


Nursing Pr 


As the name implies 
— Baby - All Products 
are designed ALL for 
babies! Tested, used 
and approved by the 
medical and nursing 
profession for 15 years — 
Baby-All products may safely 
be recommended to mothers 
for the protection of their 
babies. Demonstrated to 
mothers in hospitals every- 


where. 
Baby-All 
NATURAL NURSER \ 


Known the country over, Baby- 
All Natural Nurser set includes 
a screw-on, ‘‘no-colic’’ nipple, 
bottle, and cap. The breast- 
shaped, one piece, ‘‘no-colic’”’ nip- 
ple screws onto the bottle 
quickly, easily, without fingers touching the nip- 
ple. The cap seals formula safely for refrigera- 
tion or traveling. Bottles made of PYREX or 
DURAGLAS easily cleansed and sterilized. 


OTHER Baby-All PRODUCTS 


Although the following Baby-All products are 
available in limited quantities—production will 
soon be normal. Upon request we will gladly 
mail you descriptive literature about ‘“‘Baby-All’”’ 
Formula and Sterilizer Outfits, Bottle Warmers, 
and Vapor-All Vaporizers. 


SANIT-ALL PRODUCTS CORP. 


GREENWICH, OHIO 
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Easier-to-apply 


PYRINATE 


Kills head, body, crab lice, 
and their eggs... on contact! 


The A-B-C of 
A-200 Preference 


Within a very short pe- 
riod, A-200 has proved 
the claims made for it 
to nurses, public health 
officials, hospital staffs, 
teachers, industrial 
groups, penal and other 
institutions. Here’s why! 


A. A-200 has proved to be a sure-fire, fast 
killer of lice...at the same time being NON- 
POISONOUS, NON-IRRITATING, and leay- 
ing no TELL-TALE ODOR! 


B. A-200 is EASY TO USE. It has several dis- 
tinct advantages...no greasy salve to stain 
clothing, quickly applied, one application 
usually sufficient. Especially recommended 
for children. 


C. ONE trial convinces users... they are un- 
likely to return to old-fashioned, irritating, 
perhaps dangerous, less-effective remedies. 


atall druggists 


795 


McKesson & Robbins, Incorporated, Bridgeport, Conn. 
Famous for Quality since 1833 


LIF 
INSURAACE 
» 


— 
> 


WHAT HAPPENS 
SICKNESS 


lJ 
= 
CUTS THE INCOME P 
SICKNESS QF 


STUDY THIS TREE 


PROTECT YOUR INCOME 


Our Sickness and 
Accident Policy 


Covers All Accidents and Illnesses 
(No exceptions) 
Does not discriminate against 
the female risk 


This COUPON will bring 
full particulars 


Massachusetts Bonding & Insurance Co. 
123 William Street, New York 7, N. Y. 


DANA G. HALL AGENCY, INC. 


Would like full particulars regarding 
Insurance for Nurses. 


Name 


City. State 
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P hysicians like the Hanovia Lamp 
because it produces more ultra- 
violet than summer sunshine. It 
can therefore be more effective in 
producing Vitamin D, the sunshine 
vitamin, and in protecting against 
and curing rickets, promoting 
growth of sturdy limbs, and sound 
teeth. 


The Hanovia Lamp is an important 
aid for maintaining the health of 
the entire family. Its ultraviolet 
rays can stimulate the blood build- 
ing centers of the body and thereby 
help keep the hemoglobin and red 


blood cells at the full healthful 


level. Its rays assist in the storage 
of glycogen, that emergency energy 
ration that the body stores in the 
liver until it is needed for some 
extra muscular activity, such as that 
extra spurt for the bus or train, or 
those last few feet of the race. 


In all instances consult with your doctors 
—and for the complete story of Ultraviolet 
write Dept. PHN-z2. 


HANOVIA 


CHEMICAL & MFG. CO. 
NEWARK 5,N. J. 
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istered nurse and willing to attend courses to obtain 
public health certificate. Salary $2350 to $2570. As 
soon as the certificate is obtained the employee is 
eligible for promotion to Public Health Nurse I with 
a minimum salary of $2680, maximum $3307. For 
further information and application write to the 
Dearborn Civil Service Board, City Hall, Dearborn, 
Michigan. 


WANTED—Public health nurses for staff positions 
in general program in rural area. Beginning salary, 
$2500 a year or adaptable to your experience and 
qualifications. Car needed, mileage paid. Thirty-eight- 
hour week. Write Director of Nurses, Thurston 
County Health Department, Box 748, Olympia, Wash- 
ington. 


WANTED—Public health nurses to fill vacancies in 
New York City Health Department. Generalized 
service including maternal and child care, school 
health and communicable disease control. Immediate 
appointment on provisional basis. Starting salary 
$2400; 37-hour week; liberal vacation allowance; 
in-service training. Write Bureau of Nursing, City 
Health Department, 125 Worth Street, New York 
13, New York. 


WANTED—Public health nurse—senior nurse in two- 
nurse organization. Should have B.S. degree and 
Connecticut nursing license; must drive car. Good 
salary. Contact: Chairman Nursing Committee, North 
Haven Public Health Association, North Haven, 
Connecticut. 


WANTED-—Staff nurses, salary range $2580 to $2880. 
Public Health Nursing Certificate and experience pre- 
ferred. Six-nurse staff, generalized public health nurs- 
ing program. Population 60,000. Car allowance $495, 
one month vacation, two weeks’ sick leave, forty- 
hour week. Write to Mrs. Harry C. Almy, Visiting 
Nurse Association, Muncie, Indiana. 


WANTED—Educational Director. Degree required. 
Experience in visiting nurse and official agency desir- 
able. Agency serves as field training center for grad- 
uate students. Opportunity for expansion of program, 
also for participation in demonstration area for com- 
bined nursing services. Apply I.V.N.A., 223 South 
Cherry Street, Richmond, Va. 


WANTED—Public health nurse for staff position 
in the Department of Public Health, Oak Ridge. 
Tennessee. Generalized nursing service for city of 
35,000 population. The industry here is in connection 
with research and development of nuclear power. 
Minimum salary is $2709 per annum. Forty-hour 
week. A car is furnished for all official work. Applv: 
Charles H. Benning, M.D., M.P.H., Director of 
Public Health, P. O. Box 486, Oak Ridge Tennessee. 


WANTED—Public health nurses for Crippled Chil- 
dren’s Program in Virginia. Public Health Nursing 
Certificate and experience or training in orthopedics 
required. Starting salary $2563.20, annual merit in- 
crease of $120, up to maximum of $3033.60. Car re- 
quired. Twenty dollars per month rental allowed, 
plus gas, oil, and usual repairs while on official duty. 
Address communication to the Director of Public 
Health Nursing, Virginia State Health Department. 
Richmond, Virginia. 


WANTED—Rural public health nurses in Virginia. 
Public Health Nursing Certificate required. Starting 
salary $2563.20, annual merit increase of $120, up to 
maximum of $3033.60. Car required. Twenty dollars 
per month rental allowed, plus gas, oil, and usual 
repairs while on official duty. Address communications 
to the Director of Public Health Nursing, Virginia 
State Health Department, Richmond, Va. 


WANTED-—Staff nurse with some visiting nurse ex- 
perience—generalized public health nursing service. 
Urban area, one-half hour from Philadelphia. Op- 
portunity for University study. Bedside care—Well- 
Baby Clinics—Schools—40 hour week—month vaca- 
tion—sick leave—systematic increments. Salary de- 
pending upon qualifications. Write North Penn Com- 
munity Centre, Ambler, Pennsylvania. 


The Chicago Lying-in Hospital 


and Dispensary 
OF THE UNIVERSITY OF CHICAGO 


Offers to qualified, registered nurses a course of 
four months in Obstetric Nursing. This course in- 
cludes experience in hospital and outpatient de- 
partment. It is planned for those who seek a 
broader understanding of obstetric care in prepar- 
ing for positions of responsibility. Full maintenance 
is provided. . 


For further information apply to 


Director of Nursing 
5841 Maryland Avenue, Chicago 37, Illinois 
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sweep-second hand 
bulova 


You can own a genuine, 
world-famous, 17-jewel BuLova 
wrist-watch with sweep-second 
hand for only $37.50, including 
taxes. Ten karat rolled gold- 
plate top, steel back, silk cord 
with ratchet safety clasp. FULLY 
GUARANTEED. 

The ultimate in dependability 
for your professional needs and 
an exquisite piece of jewelry for 
dress wear . .. you buy the best 
when you buy the Butova. 


Still very scarce — Order Yours Today 


R. N. SPECIALTY COMPANY 
15 East 22nd St., New York 10, N. Y. 


Please send me a Nurse’s BULOVA wrist- 
watch on the understanding that my money 
will be refunded immediately if I am not 
fully satisfied. P.HN. 


I enclose $37.50 


OO Send C.O.D. and I will pay C.O.D. 
fees. 


Blossom An- 
Yong Nestlerode 
and baby, Sharon 
Lee, of Akron, 
Obio. 


In Hawaii me America 


—it’s modern VITAFLO 


“My sister in Honolulu used Vitaflo for 
her baby,” writes Mrs. Blossom Nestlerode, 
Hawaiian war bride, “and now I in America 
am using it for mine.” 

Mothers everywhere prefer modern Vita- 
flo for its convenience and better nursing 
action. They like the wide mouth Vitaflo 
bottles which are easy to fill without a funnel 
and to clean; their plastic screw-on caps 
which are leak-proof for traveling or storing 
and which hold nipple securely in place for 
feeding. 

Better Nursing 


Most important, babies actually nurse bet- 
ter with Vitaflo. As the baby sucks milk, 
Vitaflo’s self-regulating air valves automati- 
cally suck a like amount of air into the bottle, 
thus preventing a vacuum from forming. It 
is this vacuum that collapses ordinary nipples 
and causes the baby to struggle for food. 
With Vitaflo, babies nurse in comfort and 
finish their bottles. 

Complete Vitaflo Units (nipple, bottle, 
cap) are 20c in variety chain and general 
merchandise stores. Separate parts available. 


Modern 


go», self-regulating air valves 


Nipple down, 
Bottle sealed. 


Nipple up 
for feeding. 


Twin air valves 
prevent collapse 
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PUBLIC HEALTH NURSE BAG—STYLE NUMBER 1200 


The first newly designed PUBLIC HEALTH NURSING BAG accepted 
by Public Health Nursing Organizations in 25 years. 


Every Public Health Nurse has wished for a smarter, more convenient Nursing Bag in which to 
carry her equipment. It was in answer to this obvious need that this new bag, illustrated above, 


was designed and developed. 


From an accumulation of data obtained from Public Health Nurses, themselves, was created 
the bag which we believe makes the old style nursing bag obsolete. 


CONSIDER THESE IMPORTANT FEATURES: 


@ Made of finest black cowhide smooth or grained 
leather to give lasting service. 


@ Sturdy, washable lining. 


e@ Surgeon type layout makes contents visible at a 
glance, eliminates groping and searching, and pre- 
vents loss of instruments at completion of visit. 


@ Approximately half the weight of the old style bag. 


@ Extra room for additional equipment to be carried. 


@ Can be worn over the shoulder or on the arm, leav- 
ing hands free at all times. 


@ Stamping of organization name or initials in 24K 
Gold Leaf to prevent tarnishing. 


@ Each bag guaranteed for perfect tailoring and fine 
craftsmanship. 


Due to increasing demand we regret that present orders being received are accepted for 
2 to 4 weeks delivery. However, we know that when you have used this bag, you will echo 
what other Public Health Nurses have already said: “We would not want, ever, to go 


back to the former bag.” 


KINGLEY LEATHERCRAFT COMPANY 


MANUFACTURING KINGLEY ORIGINALS 


240 East 36th Street 


New York City 16, N. Y. 
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No. 660 e NOPHN Dress 


The famous NOPHN Navy Poplin Dress 
at its very best. Tailored by Bruck’s, as 
only Bruck’s can, to give you all of the 
smart styling and flattering design of 
the original designer’s model. Packed 
full of careful, detailed workmanship to 
retain its lovely lines for wearing after 
wearing . . . to give you more service 
than you ever thought possible... $7.95 


No. 450 CoateFor Fall & Spring 


In 100% all wool Navy whipcord, lined 
with Skinner’s “Sunbak” throughout. 
Cravonettied 
No. 475 e For Winter Wear 


Same with additional detachable-zippered, 
all-wool, red flannel “Inner Coat” rein- 
forced in sleeves and upper half with 
Skinner’s “Sunbak” $67.50 


NOPHN Double Feature by... BRUCK’S 


Ready-To-Wear. Sizes 10-20, 40-46 Made-To-Measure at Slight Additional Cost 


Write To: 


BRUCK’S NURSES OUTFITTING CO. 
Incorporated 


387 Fourth Ave., New York 16, N. Y. 


Or Visit Our Comfortable Shops 
17 No. State Street, Chicago, Ill. 
627 Smithfield Street, Pittsburgh, Pa. 


Send Today For Complete NOPHN Style Leaflet 
Showing Uniforms, Coats, Hats, Aprons, Etc. 
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